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IN THE HOSPITAL IN THE HOME 


Hydrocollator Master Unit : Heat in any vessel 


maintains ready supply on stove : | °o I ST H E AT 


HYDROCOLLATOR 


Steam 
PACK 


Everyone agrees moist heat is most effec- 
tive in reducing spasm and pain. Now 
it can be easily and efficiently applied! 
Hydrocollator Steam Packs require no 
wringing, won't drip, are easy to pre- 
pare and handle. In use in leading hos- 
pitals and treatment centers. 

WRAP IN TOWEL : 


ACCEPTED BY THE COUNCIL 
ON PHYSICAL MEDICINE 
AND REHABILITATION (AMA) 


WRITE FOR DESCRIPTIVE FOLDER 
CHATTANOOGA PHARMACAL 


- COMPANY, INC. 
CHATTANOOGA 5, TENNESSEE 


New Fischer 
Ultrasound in Console 


With Impulse Technic 


Insures successful treating without heat 
THE RESULT OF 12 YEARS RESEARCH. 


List price only $495.00 


The name FISCHER has meant the finest Electro-Medical 
equipment for over a half century 


ALSO DELIVERS CONTINUOUS ULTRA SOUND 


Ask about our new Electrode for Rectal Thrombosis. 


R. A. FISCHER & CO. 

517 Commercial St., Dept. AR-10 

Glendale 3, California 

Please send information on FISCHER ULTRA SOUND 
Name 


R. A. FISCHER & CO. & 


517 COMMERCIAL STREET | 


GLENDALE 3, CALIFORNIA 


FISCHERTHERM ®@ FISCHERSINE ® FISCHERQUARTZ © PEDASINE ® FISCHER ULTRA SOUND 
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Why new G-E F-II Inductotherni 


is an improved diathermy unit 


# a 


Brings ease and facility 
to every present-day technic 


Hees a truly modern diathermy unit. Check its 
many features and you'll see that the new Model F 
Type II Inductotherm apparatus incorporates the advanced 
engincering you've learned to expect from General Electric. 


The benefits of diathermy can be added to your prac- YW check these design advances 


tice with surprisingly little effort and expense. The ver- = ; ‘ 
P h 8") @ Increased power — “Loafs’ at its 250- 
a Sati e Inductotherm unit, any unused corner of your watt rated output. 
ee office, a wooden treatment table, a screen, a few towels : ; : 
let @ Long tube life — Higher capacity am- 
? — and you or your assistant can handle the complete plifier tube saves you bother and cost of 
: range of treatments — effectively, safely. frequent replacements. 
; The basic unit includes a fully adjustable contour- @ Stable operation — New crystal oscillator 
: following electrode. Optional are the 12-foot cable elec- circuit assures consistent operation at ap- 
‘ trode (illustrated) . . . a fully adjustable, air-spaced, proved frequency. 
condenser-type electrode . . . and an electrosurgical kit. @ Convenient use — Simple controls, with- 
out cable interference. Electrodes attach to 


Get all the facts on the new Model F Type II Inducto- 
therm from your nearby G-E x-ray representative. Or ° 
write X-Ray Department, General Electric Company, 
: 7 lets patient shut off unit at any time. Pre- 
Milwaukee 1, Wisconsin, for Pub. (15. set timer automatically ends treatment. 


GENERAL ELECTRIC 


rear of unit. 
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MOISTAIRE 


The Original Heat Therapy Unit 


UNEXCELLED 


for the delivery of moist heat at 
the exact prescribed temperature. 


COMFORT SAFETY DURABILITY 
et MOISTAIRE accepted and approved since 
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SIMPLIFY PATIENT CARE. 


THE NEW POSEY “PATIENT AID" 


The new Posey ‘Patient Aid’ shown above is 
another rehabilitation product which encourages 
self exercise and is a positive aid to the geriatric. 
The three bars allow patient to pull himself up by 
easy stages with feeling of security without calling 
for the nurse for his every need. 


SEND YOUR ORDER TODAY 


Price $5.95 each. In ordering, ask for Model 
No. B-654 for open end bed or Model No. 
B-654A for closed end bed. 


J. T. POSEY COMPANY 


801 N. Lake Avenue, Dept. PMR 
PASADENA 6, CALIFORNIA 


THE IMPROVED 


MEDCOLATOR 
STIMULATOR 5 0B? 
This is the latest and most modern electrical 


muscle stimulator offering new patient 
benefits. As Adjunct Therapy 


Dislocations 
Sprains 
Strains 
Muscle 
Re-€ducation 


Write for Free Model 50B Folder 
MEDCO PRODUCTS CO. 


3607 ADMIRAL PLACE ‘TULSA 12, OKLA. 
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EST FOR PHYSICAL MEDICINE 
AND REHABILITATION 


| REHABILITATION: Progressive Resistance Exer- HYDROTHERAPY - ELECTROTHERAPY: | 
| cise Units; Quadriceps-Gastrocnemius-F ootdrop Whirlpools for every use; Whirlpool Carriage; 
Boots; Pulley Weights; Doorway Pulley Assemblies; Hubbard Tanks; Paraffin Baths; Hydrocollator } 
| various types of Bicycle Exercisers; Restorator; Master Units and Steam Packs; Shortwave Dia- | 
Kanavel Table; Manuflex and Grip Restorer for thermy; Galvanic-faradic-sinusoidal Generators; 
| hand therapy; ‘Ankle Exercisers; Shoulder Wheels Hanovia Ultraviolet Lamps; Heat Lamps and | 
| with or without height adjustment; Stall Bars; Bakers; Ultrasonic Generators; Treatment Tables; " 
Walking Parallel Bars and of Timers. 
various designs; Invalid Walkers; Posture Training 

| Mirrors, single and triple; Sayre’s Headslings and Vlew Gtems of Interest | 
scales to measure amount of traction; Foldaway 2 4 

| Jim, a gymnasium for the office or patient's home; Literature Upon Request | 
Gymnasium Mats in various sizes, thicknesses and Guthrie-Smith Universal Sling Suspension 

| coverings; Crutches and Canes; Patient Lifter; Apparatus. Standard and Portable Models; 1 
Standing Tables and Beds; Selfhelp Devices; Cere- complete with all springs, ropes, més slings, 

| bral Palsy Furniture; Speech Therapy Equipment. etc. ..... $295.00 | 

; Table. \ ) i; vable 

| ; ; footrest: ‘Tilts up t upplied with safety | 
Dynamometers; Goniometers; Oscillometers; Ther- belts. Price including casters..................$190.00 

| mocouples and Skin Thermometers. | 

| Write for your free copy of illustrated Catalog No. 1054. Inquiries invited. | 

Mota J. A. PRESTON CORP. 

| by ONE reliable source 


175 FIFTH AVENUE, NEW YORK 10, N. Y. 


No other medical periodical gives you such 


“wide coverage” in the field of physical medicine 
and rehabilitation as THE ARCHIVES 


If you are a teacher of physical medicine, a 
research worker, a physicist, or just a clinician— 
if you want to stay abreast of all that is new in 
physical medicine and rehabilitation — you must 
read THE ARCHIVES. 


Each month you will find in this journal informa- 
tive articles, constructive editorials, physical 
medicine news, announcement of new books and a 
wealth of abstracted material dealing with every 
phase of physical medicine and rehabilitation. 


? AMERICAN CONGRESS OF PHYSICAL MEDICINE 

If you are not a subscriber to THE AND REHABILITATION, 

30 No. Michigan Ave., Chicago 2. 

ARCHIvEs — send in your subscription Please find enclosed check for $7. O or bill me D for one 


today. Sample copy will be sent on re- year’s subscription to the ARCHIVES 

quest. Subscription price $7.00 per | Name ............ccccccccccccccssscccscscsscrsscccesecescees 
year; Canada, $8.00; elsewhere, $14.00 
the year. 
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YES, the A. M. A. Council Seal 


is awarded without payment 


of any fee 


or obligation to advertise. 


a The manufacturers submit their products on a purely voluntary besls 

The evidence is reviewed—the claims are checked—the chemical 
ey : laboratory makes the necessary tests and the results are examined by a 


critical group of physicians in various fields of medicine. 


* 


If the product is found satisfactory and necessary conditions are met, 
it is awarded Council Acceptance. This intensive examination by the 
: : Council is made without fee from the manufacturer—there is no pay- 
Ss Se ment of any sort made. The Council's actions are based on purely the 
available evidence—not any financial consideration. 


* 


If anyone tells you “they cannot afford Council Acceptance for their 
product,” you can discount it 100° —the chances are that members of 
his firm are not familiar with Council Rules or Standards, or did not 
realize that the product could be acceptable to the Council. 


This is one of @ series of ad- 
vertisements designed to explain 
the Councils’ functions to you. 
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THE MEDITRON 


ELECTROMYOGRAPH 
Mode! 201A 


Your purchase of a Meditron 
Electromyograph gives you every 
facility for Clinical, Research, 
and Instructive Electromyography. 
A custom built instrument guaran- 
teed unconditionally. 


Write for brochure and chart of 


characteristic Electromyogranis 


Tue Merprrroxn Company 
708 SOUTH FAIR OAKS AVENUE 
PASADENA 2, CALIFORNIA 


Copies of many back issues of 
THE ARCHIVES 


are still available. 


For issues desired and prices, write to 


American Congress of Physical Medicine and 
Rehabilitation 
30 N. Michigan Ave., Chicago 2, IIl. 
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OUT AND! 


This unprecedented 

new Model 1100 PORTABLE 
MEDI-SONAR Ultrasonic Generator is 
unquestionably the finest instrument 
available anywhere at any price. Its claim 
to absolute superiority rests in several 
extremely important factors, most of 
which are exclusive with Dallons. Its 
incomparable quality gives more 
dollar-for-dollar value... more power, 
better control, finer engineering. 

Price, complete $535.00 f.0.b. Los Angeles 


Professional Literature on Request 


Dallons IN ULTRASONICS 


“Console” quality and output at 
“portable” prices. 

Guaranteed minimum output total 
of 20 watts—Actual output, not 
just rated. 

Larger precision-ground quartz 
crystal—10 sq. cm. 

Specially designed safety trans- 
ducer. 

Dual-scale meter for “at-a-glance” 
direct reading of total watt out- 
put and watts per sq. cm. 
Stepless output control for accus 
rate dosage duplication. 

Even distribution of energy at low 
temperatures in full cylindrical 
pattern. 

Resonance control for positive 
tuning under all conditions. 

All metal, well ventilated, case 
with protective cover. 

Written one year guarantee on 
both machine and transducer. 
Made under U.S. Patents, U/L in- 
spected and approved, CSA ap- 
proved, and Certified under FCC 
regulations. 


DALLONS LABORATORIES, INC. 


“Superior Equipment for Superior Performance” 


5066 Santa Monica Blvd., 


Los Angeles 29, Calif. 


Please send full information 


MAIL: 
STREET __ 


THIS! 


COUPON! 


TODAY! Send Literature 


{| Haye Representative Call 


the New 

| ULTRASONIC GENERATOR 
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AT LOW COST TO PATI 


UNDER MEDICAL 
WITHOUT LOSS OF WORK TIME 


O WITH SIMPLICITY AND SAFETY OF OPERATION 
STIMULATORS ALSO AVAILABLE ON A RENTAL BASIS 


ST. LOUIS INSTRUMENT ENGINEERING, INC. 
1507 S. Compton Avenue, St. Louis 4, Mo. 


MEAD STIMULATOR 


Interrupted Direct (Galvanic) Current 
For Prolonged Electrical Stimulation of Denervated Muscle 
Patients with peripheral nerve disorders who could benefit from dally electro-therapy 


often get only token treatment because of the expense and inconvenience of daily office 
visits. Here is the answer to this need — intensive treatment. 


% 


57 th YEAR 


OODWARD 
Medical Dorsonrel Bureau, 


FORMERLY a 
3rd floor +185 N. WABASH+ CHICAGO | 
© © ANN WOODWARD, Directo 


WANTED — PHYSICAL THERAPISTS: (a) Chief; newly re- 
modeled dept; 100 bd gen hosp; excel sal & pers policies; San 
Francisco Bay area. (b) Staff; need not be reg'd; vol gen hosp 250 
bds; about $4400; univ med center; MW. (c) Work with student 
hith dept; counsel students & teach course in basic PT principles: 
- hosp; $3600, full mtce; attrac twn; SE. (d) Staff: apprv'd 

bd gen hosp; to $4600; coll twn; MW. (e) Chief; duties incl 
highly technical cases, instr of student RNs; 2000 bd state hosp; 
central. (f) Staff; 2 req'd; new & beaut equip'd, air cond dep’ 
under super physiatrist teach’g hosp: extremely desirable 
S. (g) Staff; gen hosp 250 bds; famous twn 30, ad W. (h) Chief; 
fully apprv'd 300 bd hosp; to $4800; twn 50,000; 


Many other opportunities. Please send for an Analysis Form so 
we may prepare an individual surwey for you. We offer you our 
best endeavors — our integrity — our 58 year record of effective 
placement achievement. Strictly confidential. 


OPPORTUNITIES AVAILABLE 


WANTED—Physiatrist, direct department, voluntary general hos- 
pital, 500 beds, affiliated medical school; South. For further in- 
formation, please write Burneice Larson, Director, Medical 
Bureau, Palmolive Building, Chicago. 

WANTED—(a) Occupational therapist to develop and direct occupa- 
tional therapy; pediatric clinic; New England. (b) Chief occupa- 
tional therapist; speech and treatment center for cerebral palsied 
children; medical center, Southwest. PHYSICAL THERAPISTS: 
(c) California licensed; to assume full responsibility for newly 
remodeled, equipped department; voluntary general hospital; attrac- 
tive location; California. (d) Chief physical therapist to serve under 
direction of physiatrist: 300-bed general hospital; building program 
will increase capacity to 600; large city, university center, Midwest. 
(e) Chief; voluntary general hospital; 250-beds. recently opened for 
operation; Chicago area. minimum $300. (f) To join staff of 
orthopedic clinic operated by group of American Board orthopedic 
surgeons; resort city, South. (g) To take charge of department, 
large teaching hospital: medical center, South; minimum $4 
(h) Assistant supervisor and two staff therapists; organization 
operating treatment and training center for physically handicapped: 
large city, university medical center. (i) Orthopedic school; well 
established program; resort town near university city, uth. 
(j)_ Chief; new general hospital, 300 beds, affiliated with clinic 
staff of outstanding specialists on faculty of medical school: inter- 
esting location, medical center. (k) To assist two board orthopedic 
surgeons; New England. 

For further information, regarding these opportunities, please write 
Burneice Larson, Medical Bureau, Palmolive Building, Chicago. 


- WANTED - 


Registered Physical Therapist (male or female) 
for 125 bed Children’s Orthopedic Hospital. Polio 
Center for acute and convalescent care, Rehabilita- 
tion cases of all age levels, P.O. Orthopedic, and 
a very few C.P. patients. Affiliate student training 
with Columbia University. Daylight ground floor 
department with pools and excellent equipment. 
Starting salary $3,600.00 (staff therapist), merit 
raises, 40 hr. week, maintenance optional, 12 day 
sick leave, 2 weeks vacation, Social Security, and 
insurance. Write Mr. George I. Mattix, Adminis- 
trator, Morris Memorial Hospital, Milton, West 
Virginia. 


—WANTED— 


PHYSIATRIST for 550 bed eastern hospital. 
Enlarging Department of Physical Medicine and 
Rehabilitation. Reply Box 2538 H, Archives of 
Physical Medicine and Rehabilitation, 30 N. 
Michigan Ave., Chicago 2. 


at the end of the volume year. 


For further information, inquiry should be directed to UNIVERSITY 
MICROFILMS, 313 North First Street, Ann Arbor, Mich. 


ARCHIVES AVAILABLE ON MICROFILM 


The ARCHIVES OF PHYSICAL MEDICINE AND REHABILITATION 
is now available to libraries on microfilm. A microfilm edition will be sold only to 
bona fide subscribers of the ARCHIVES, is not for resale and will be distributed 
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With the new Burdick 
Microtherm, accurate locali- 
zation of tissue heating is 
accomplished simply and 
effectively. 


The microwave radiations 
are easy to direct and focus. 


The increase in tissue tem- 


perature and increased cir- 
culation contribute to a 


favorable therapeutic result. 


Automatic timing and other 
safety features are included 
to assure the highest pos- 
sible degree of clinical safety 
while providing maximum 


therapeutic benefit. 


MW-1 MICROWAVE DIATHERMY 


Write for complete descriptive literature. 


THE BURDICK CORPORATION 


MILTON, WISCONSIN 
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The Physiatrist: 


His Problems, Perspective and Prospects 


Wm. Benham Snow, M.D. 
New York City 


It has been my privilege to work is. 
the field of Physical Medicine for thirty- 
four years. 1 was fortunate to start at 
the side of an early teacher — my re- 
vered and conscientious forebear. Some 
of the older members of this group may 
have been privileged to know the elder 
Doctor Snow. I have seen the combined 
efforts of our membership develop this 
specialty into the state of acceptance and 
dignity and recognition of which we are 
proud today. Before the title “physia- 
trist’” was dreamed of, men in this work 
were banded together. Our parent asso- 
ciation was a forum for the appraisal 
and improvement of our knowledge re- 
garding the modalities employed in 
treatment. The foundations of present- 
day Physical Medicine were propounded 
by the succession of early workers, Not 
infrequently, the treatment instituted by 
these pioneers roused fear among their 
professional colleagues. In review of the 
very early literature, we find that, con- 
sidering the general understanding of 
disease mechanisms of those days, the 
efforts of these early workers demon- 
strated some of the most rational and 
progressive thinking of the time. 

The early workers in Physical Medi- 
cine were as a rule little appreciated. 
The concepts they defended were not 
generally welcomed in cloistered insti- 
tutions and were often rejected without 
investigation. The group was small and 
considered something like crickets in 
the house. Crickets may be considered 
a nuisance and they are difficult to 
eliminate as they chirp their clear song 
undismayed by cold, or dark, or disdain. 
How many have taken up their song 
today! The persistency of those early 
leaders in the field who pressed forward 
with the courage of conviction, has at- 
tained for this specialty an important 
and dignified position in the field of 
medicine and surgery. 
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Until teaching began in the complex 
and integrated pattern we recognize in 
the great medical centers today, Physi- 
cal Medicine did not have the primary 
purpose it has now. Early workers were 
practitioners who had a special interest 
in physical modalities. They adopted 
physical measures along with other 
forms of treatment in helping their pa- 
tients. They practiced general medicine, 
but they did not represent the “physia- 
trist” of today. The physiatrist now is 
trained in the use of Physical Medicine 
as a specialty which often carries the 
restoration of the patient further than 
definitive general medical or surgical 
therapy. He is consulted for guidance 
by the rest of the profession as to what 
measures are most applicable and most 
beneficial to the patient. 

The Committee on Advances in Edu- 
cation this year has been particularly 
concerned that we improve and stand- 
ardize to a greater extent the training 
of young physicians entering this field 
of practice. The qualifications and 
training required for Board acceptance 
are continually the subject of scrutiny. 
Standards must and will be kept at the 
highest level, admitting only the best- 
trained personnel into our field. 

As one of the youngest specialties, we 
are naive enough to indulge in  self- 
approbation. Physical Medicine is one 
of the most satisfying of all specialties, 
for many reasons. It offers essential as- 
sistance to the rest of the medical pro- 
fession and is increasingly sought after. 
It is a broad specialty in that the whole 
patient is at all times under considera- 
tion in our rehabilitation program. It 
does not have the limitations inherent 
in many of what might be called the 


Presidential Address: Read at the Thirty-second 
Annual Session of the American Congress of Physi- 
cal Medicine and Rehabilitation, Washington, D.C., 
September 8, 1954 
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anatomical spec ialties. ‘To those physi- 
this 


physical 


interested in research, 
allied to the 


sciences, offers superb opportunity for 


clans spe- 


cialty, closely 
as well as clinical investggation. 
We have patients of all ages 


bask 
from 
pediatric to geriatric. We are, however, 
seldom required to fill out death cer- 
tificates. 

Severe disabilities and chronic con- 
ditions which make up a great part of 
our daily practice give contact with 
many people low in spirit. These per- 
sons are hungry for encouragement and 
reassurance: they are most grateful for 
any service which increases their com- 
fort One of 


precious privileges and at the same time 


and usefulness. our most 


a responsibility, is to improve the morale 
of the patients under our care. 


The patience required in dealing with 


the people who are sent to us and whose 
ailments often have a strong functional 
component, attracts to our specialty men 
of cheerful, sympathetic demeanor. 
Combine this with the necessity to co- 
operate with general practitioners, spe- 
cialists, and ancillary workers in the 
field of Rehabilitation, and we assemble 
qualities in men which make for stout- 
heartedness and good fellowship. These 
are some of the reasons why I work in 
this specialty and why we may look 
ahead confident of strong and continued 
growth. 

My audience this afternoon is fully 
aware of the concept of the rehabilita- 
tion center. Achievements attainable by 
properly integrated efforts of a group 
of rehabilitation workers under medical 
direction are record. The 
timing, the type of treatment, its extent 
and the counsel and guidance rendered 
each individual patient will vary. 

The word “rehabilitation” has gained 
popularity. At present 
there is a tendency for purely convales- 
cent institutions without efficient medi- 
cal guidance or adequate treatment fa- 
cilities to accept patients for rehabilita- 
tion. They do no credit to our specialty! 

It behooves this organization to de- 
scribe clearly the necessary elements of 
a rehabilitation unit. We must define 


matters of 


currency and 
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the type of cases a rehabilitation center 
can best serve, the time at which these 
patients should reach the center, and 
state clearly what goals may hope to be 
attained. 

In an attempt to set up criteria we 
must consider the acute traumatically 
disabled group, the reversible neurologi- 
cal cases, the victims of chronically dis- 
abling diseases, the degenerative diseases 
associated with aging, and the treatment 
of children crippled from whatever 
cause. ‘The requirements in this varied 
group of patients will differ widely. 

In reviewing these subjects for physi- 
cal rehabilitation, it is apparent that 
and custodial institutions 
do not fall in the category of the re- 
habilitation center. As customary to 
new advances, the pendulum of reha- 
bilitation has swung wide of the arc in 
which it will finally operate. Confusion 
is created and progress delayed by the 
clash of many conflicting interests. 
Many branches of medicine are in- 
volved, and other professional groups, 
each with their subprofessional 
aids, are represented. Many of these at 
the moment have brilliance and import- 
ance out of proportion to logical func- 
tion. Better integration is necessary if 
efficient and economical rehabilitation 
is to be performed. The enthusiastic 
support of the rest of the profession to 
whom we look for patients will come 
when such clarification is made, All 
medicine is interested and eligible to 
participate in Rehabilitation. Simple 
cases do not require the services of re- 
habilitation units per se. Regardless of 
the degree of need for rehabilitation, 
the program for the patient being re- 
habilitated must be under medical con- 
trol. We in the specialty of Physical 
Medicine and Rehabilitation have the 
special training and dedication to exer- 
cise this control. No other medical group 
is by basic training and experience in a 
position to carry these plans to fruition. 


convalescent 


own 


It is a curious human heritage that 
individuals or groups, as they develop 
stature and importance, are often sub- 
ject to unfair attack. Last year we re- 
ceived this distinction. Through no fault 


\ 

’ 


of our own unless enthusiasm, single- 
ness of purpose, and vigor are faults — 
we were challenged by what might be 
termed our nearest relation. The issues 
have been examined and the essential 
truths have been made clear. With the 
unemotional sifting of the pro’s and 
con’s we feel certain that the unhappy 
incident will soon pass. In its place will 
come improved basic understandings 
and the harmony necessary to serve our 
patients best. 

During the year we have met with 
specialists in other large service groups. 
We have discussed our mutual problems 
and will probably be well organized to 
attack new joint problems which arise 
from time to time in hospital organiza- 
tion and practice. 

Our committees specially designated 
to study entities within the rehabilita- 


tion field as those on_ geriatrics, 
psychiatry, rehabilitation centers, health 
resorts and spas have succeeded in 
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establishing contact with other national 
groups to seek improved understanding 
through joint effort. 

Throughout the year, new facilities 
and financial resources for training of 
residents, fellows and ancillary workers 
in Physical Medicine have become 
available to us. For these we are most 
grateful. 

The program of this Congress meet- 
ing, the Society, and the Instruction 
Seminar preceding these meetings stands 
out as one of the best we have ever 
undertaken. To those responsible, our 
congratulations and our thanks! 

Before closing, I wish to commend 
especially the members of the organiza- 
tion who were assigned to committee 
work this year, for the fine cooperation 
given me and the progress they have 
made. To preside over this group has 
been a stimulating experience and a 
privilege for which I am everlastingly 
grateful. 


Broad Rehabilitation Program for the 
Disabled 
Ralph E. Worden, M.D. 


an 
Kenneth W. Hamilton, B.S. 
Columbus, Ohio 


Rehabilitation is one of the emerging 
ideas and changing concepts of the 
Twentieth Century. If we conceive it 
as broadly as we must for the handi- 
capped person, rehabilitation becomes 
in effect those experiences which pro- 
vide for him the opportunity to equip 
himself with whatever he, as an indi- 
vidual, may need in order to regain his 
highest degree of functional indepen- 
dence. If our purpose is to help him 
pull his own weight as an independent 
member of society, then the specific 
services which may be needed in an 
individual instance are too many to 
enumerate. However, they can be di- 
vided into three principal areas in ac- 
cordance with present day concepts. 
These are: (1) The restoration to the 
highest level of physical function and 


physical independence that medical 
skills can provide; (2) the restoration 
of the rehabilitee as a socialized being 
with full equality, who feels that he 
“belongs”, whose opinions may merit 
respect and who feels that he can be a 
member of a family and a member of 
the community, and whose satisfactions 
in life are not mostly vicarious, and 
(3) the restoration of the rehabilitee as 
an economically independent person 
engaged in purposeful and constructive 
activity at his highest level of employ- 
ability. 


Read at the Thirty-first Annual Session of the 
American Congress of Physical Medicine and Reha- 
bilitation, Chicago, September 3, 1953. 

Director, The Rehabilitation Center, Ohio State 
University, Columbus, Ohio. 

Associate Director, The Rehabilitation Center, 
Ohio State University, Columbus, Ohio. 
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Physical Medicine and other medical 
services, then, should be seen as an inte- 
gral part of a total experience for a 
patient, rather than a phase of the total 
experience made available to the handi- 
capped individual. At the onset of dis- 
affecting ultimate 


ability, measures 


physical recovery need to be carefully 


studied, not only from the physician’s 
point of view, but also as they may 
relate to this essential concept of reha- 
bilitation as an integrated service. Mea- 
that soft 
tures, osteoporosis, decubiti, unnecessary 


sures prevent tissue contrac- 
atrophy of muscle, and metaboli« 
changes are that enhance 
physical restoration and as such are pre- 
ventive medicine. These measures should 
be taken early in a situation in which 
inter-dependent with the 
vocational-economic 


measures 


they are 
psycho-social and 
measures toward total rehabilitation. 

It seems to us that the problem facing 
a university rehabilitation center is also 
its greatest opportunity. That is, to 
make these medical services, in combina- 
tion with the psycho-social and voca- 
tional services, effective supplementa- 
tions of each other and available on a 
meaningful basis to the patient and his 
family. The campus setting is a rich 
potential of such resources. 

Recently a disabled but observant pa- 
tient who was being rehabilitated asked, 
“Why do some people get well so easily, 
and others get well so hard?” She had 
observed two individuals receiving reha- 
hilitation services, and although they had 
had the same disability, one quickly 
moved from the ranks of the disabled 
while the other seemed destined for a 
life of complete dependency. The answer 
appears simple. One had retained atti- 
tudes and motivation which were con- 
ducive to rehabilitation—the other had 
not. 

While we agree that the level of moti- 
vation is perhaps the critical factor in 
predicting the success or failure of the 
patient’s rehabilitation, we also recog- 
nize that motivation as we see it is not 
a single entity. Indeed it is a complex 
of cultural, physiological, psychological, 
and social factors. It is for this reason 
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that we recognize and accept the fact 
that effective rehabilitation services are 
predicated on the inter-dependence of 
the skills and resources that can be made 
available to the purposes of a handi- 
capped person. Since motivation is not 
entirely a question of the patient’s will 
or volition, we face the responsibility 
of enlisting the highest professional 
skills for this purpose. Not the smallest 
factor in influencing motivation-atti- 
tude is the physical setting and the group 
living on a dormitory basis which the 
university can provide. This is quite a 
different setting from the impersonal 
attendance at an out-patient clinic, and 
might be described as “environmental 
therapy.” Effective use of the setting 
in which rehabilitation is practiced and 
its studied control to influence patients 
to the desired end of motivation is only 
beginning to be understood. But here 
again the university campus setting 
seems to be at a conspicuous advantage. 

In approaching the question of the 
adequacy of social services, it is stipu- 
lated at once that they must be coor- 
dinated with existing health and wel- 
fare programs affecting the patient and 
his family in his home community. They 
must also be cognizant of the needs and 
requirements of the employer and the 
labor union. The social setting in which 
the patient is found with its nuance of 
social attitudes, family sanctions, and 
levels of aspiration is also critical in this 
respect. These things are realities which 
limit what is available and what can 
be done by the rehabilitation team be- 
cause they limit what the patient will 
accept and because they are real and 
positive to him and to his family. There- 
fore, any technical knowledge or skill 
possessed by the staff beyond the point 
of the patient’s willingness to accept 
such skills or services is only of theoreti- 
cal or at best potential value in reha- 
bilitation. To increase the  patient’s 
acceptance, we must not only know the 
disability, but also the person on whom 
it has been inflicted. Here we raise the 
question of the handicap frequently as 
quite distinct from the disability. Like 
motivation, the handicap is a highly 
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individualized and complex thing, as 
might be suggested when we compare 
an instance in which the professional 
violinist and a truck driver may have 
cach suffered an amputation of the 
distal joint of the left index finger. In 
the instance of the truck driver, we 
may be dealing only with a disability 
as an inconvenience, while in the case 
of the musician it is possible to be deal- 
ing with a problem of severe economic 
and emotional implications. — Possibly 
involved is the loss of the role of the 
man within his family. Other  sug- 
gested problems in this connection might 
he a marked modification of the self 
concept of the individual as well as im- 
mediate economic problems. For these 
reasons and others. rehabilitation on 
the campus especially must be seen as 
an integrated service designed to indi- 
vidualize the needs and capacities of 
patients as the patient himself canbe 
brought to accept the services, to define 
his own goals, and can marshall the 
necessary level of motivation toward 
achieving them. 

The vocational and economic serv- 
ices are probably the oldest recognized 
service labeled as a rehabilitation serv- 
ice. They are predicated on the still 
true assumption that if we are dealing 
with a handicapped individual. it is 
axiomatic that no one is more handi- 
capped than the physically disabled per- 
son who is without a skill to sell on the 
labor market and, therefore, must com- 
pete against non-disabled individuals in 
the unskilled labor market. Time will 
not permit elaboration on this basic 
point except to say that here again, the 
university is historically in a unique 
position to offer services of this type of 
a rehabilitation nature. At Ohio State 
University, we are attempting to develop 
surveys in various activities such as 
welding, blueprint reading, and the like 
with a view to getting the “patient’s 
feet wet” and increasing his understand- 
ings of what these fields are and what 
they might actually mean to him in an 
employment situation. At the same 
time, these activities provide the staff 
an excellent practical opportunity to 
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observe aptitudes, work attitudes, the 
span of interest, the acceptance of super- 
vision, and the like. ‘These are important 
observations affecting particularly the 
ability of the individual to accept train- 
ing and placement in industry. 

A university campus as a site for the 
development of a program to mect these 
needs must pre-suppose, first, that there 
is a wide level on the campus of general 
acceptance and understanding of | the 
nature of rehabilitation. Secondly. it 
must be presumed that the directorate 
of the center sees its function on the 
campus as that of a vehicle to bring 
these diverse services together and to 
make them individually available and 
meaningful to handicapped persons. It 
should be apparent that an increase in 
the number of specializations and_re- 
sources available to rehabilitation 
service also brings a corresponding in- 
crease in the necessity for efforts towards 
synthesis and integration of these serv- 
ices. This is true not only administra- 
tively in an objective way, but perhaps 
more important, from the point of view 
of dynamics of rehabilitation is such 
integration necessary within the mean- 
ing and experience of the client. Other- 
wise, an increase in the specialization 
available to the individual too frequently 
may mean more and more concern for 
the problems of the patient with increas- 
ing los, of the effectiveness of the serv- 
ice, because in fact the patient is unable 
or unwilling to use them. In this in- 
stance, the agency has lost sight of the 
patient as an individual and is dealing 
only with his problems, whether or not 
he may see and accept them as such. 
At this point, a high level of sustained 
and individualized counseling becomes a 
necessity. 

A broad rehabilitation program was 
included in the long-range planning of 
the new $17,000,000 Ohio State Health 
Center. In April, 1951. the President 
of the University appointed a committee 
broadly representative of the campus to 
function under the Dean of the College 
of Medicine, and whose job it was to 
formulate plans for a rehabilitation cen- 

ter which could combine many of the 
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resources potentially available on the 
campus. Through the efforts of many 
interested groups in the State, the Ohio 
Legislature in the fall of 1951 approved 
an amendment to the State Workmen’s 
Compensation Law which stipulated 
that the State University was to “create 
and maintain a rehabilitation center” 
for the physically handicapped. Thus, 
the Ohio State Rehabilitation Center 
was established and the first patient was 
admitted in October, 1952. 

Applicants for admission are screened 


by committee whose members have 


wide knowledge and interest in various 
areas of rehabilitation. The Screening 
Committee has sole authority to admit. 
reiect or defer applicants to the Reha- 
hilitation Center. 

The staff of the Center consists of 
the Director. the Associate Director 
who is also Director of Rehabilitation 
Services), a Medical Director, an ad- 
ministrative assistant, a family counse- 
lor, a psychiatrist, a recreational super- 
visor (part-time). two graduate students 
in psychology (as rehabilitation coun- 
selors), a resident physician training in 
the field of Physical Medicine and Reha- 
bilitation, two physical therapists, and 
one occupational therapist. 

On admission, the patient undergoes 
a brief period of orientation with refer- 
ence to the organization and function 
of the Rehabilitation Center even before 
an exhaustive evaluation of his own 
problems and rehabilitation potential is 
undertaken. Each patient has a “coun- 
selor” who attempts to establish rapport 
with him. and otherwise attempts to 
humanize his experience in the Center 
from the first. The counselor advises 
end directs him throughout his stay in 
the Rehabilitation Center. We have 
called upon the staff of the University 
Health Center in the areas of orthope- 
dics, neurosurgery, neurology, psychi- 
atry, urology, plastic surgery, car-nose- 
and-throat, eve, internal medicine, der- 
matology, and dentistry.—not to mention 
the many service areas of the hospital 
such as laboratories and dietary depart- 
ments. For emotionally disturbed pa- 
tients, the Columbus Receiving Hospital 
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for mental patients has made available 
to us their Day-Care program. 

The School of Social Administration 
was the first in the United States to 
organize and identify as such a curricu- 
lum for training students in the reha- 
bilitation service. It also provides stu- 
dents in the area of social case work 
and social group work. All these special- 
ties will benefit from the establishment 
of the Center, since the Center will 
provide training and ficld work experi- 
ence for these students under supervi- 
sion. We also expect to work with the 
School through its community organiza- 
tion curriculum to devise means for 
improving the community planning and 
financing of services to the handicapped. 
as well as to improve the general climate 
of public opinion understanding 
regarding the handicapped as a group. 
The School is actively interested in its 
group work curriculum devising 
means on the group basis for retaining 
or improving the needed socialization of 
handicapped individuals, particularly 
children. 

The Occupational Opportunities Serv- 
ice provides assistance through person- 
nel consultation, specialized tests and 
equipment, and its library of occupa- 
tional information. 

The Psychology Department is actively 
interested in the development of the 
Center and has aided in the selection 
of personnel, and in consultation serv- 
ices. The Psychological Clinic is avail- 
able and we hope to make great use 
of it in the future. 

The Department of Physical Educa- 
tion provides facilities and personnel for 
an adapted physical education program 
for the Center. The scheduled activities 
include swimming, archery, bait and fly 
casting, bowling, table tennis. shuffle- 
board, weight resistance exercises, bas- 
kethall. and even tumbling. We feel 
these activities help both from the func- 
tional point of view and from the psy- 
chosocial point of view. This Depart- 
ment has also played a large part in 
establishing and directing our recrea- 
tional program on what we feel is a 
professional level. We are attempting 
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not only to utilize patient initiative in 
recreation in the sense of leading recre- 
ation rather than directing it, but we 
also feel that a patient who can develop 
competence or even superiority in a 
recreational performance or game has a 
probable advantage and greater ease 
through the use of this activity as a 
lever in making other social adjustments. 
Again, the ramifications of this impor- 
tant activity can only be indicated in 
a paper such as this, but we feel that 
they are a highly important justifica- 
tion for the location of a rehabilitation 
center on a university campus. 

Speech therapy is provided by the 
Department of Speech in the College 
of Education. A member of their staff 
meets with our aphasic patients two to 
three times per week. 


Off-Campus Services 


The location of a rehabilitation cen- 
ter on a university campus also enhances 
the ability of a rehabilitation center to 
make more effective use of off-campus 
In any event, integration of 
services is necessary with all community 
and state agencies functioning in the 
area of rehabilitation. We can only list 
these at this time, but we feel that the 
location of this Center on the campus 
has increased our ability to make better 
use of the State Bureau of Vocational 
Rehabilitation and the Ohio State Em- 
ployment Service. Representatives from 
both of these organizations sit with our 
staff and with our Screening Committee 
in early consideration of patient prob- 
lems. Our staff is organizing a series of 
tours in local industrial plants to show 
patients who of necessity must make a 
change in occupation and who have 
little in their own experience as a basis 
of choice, what men are actually doing 
in industry and the types of occupations 
and activities that might be considered 
under their own circumstances. 


resources, 


Cost of Operation 


After the first six months of operation 
an effort was made to establish a per 
diem cost. The total expenditures were 
determined and divided by the average 
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patient load. This gave use a figure of 
$25 per day per patient. We have been 
able to stick remarkably close to this 
figure although the services received by 
individual may far exceed those 
offered another. Examples of this are 
participation in the physical education 
program, speech therapy, or industrial 
arts. 


one 


Research 


We feel that human rehabilitation is 
still in its infancy. There is a crying 
need for more knowledge and experi- 
ence in the many areas involved. We 
are experimenting with different meth- 
ods of screening and admitting patients. 
We are trying a variety of approaches 
to the patients in order to bring out the 
man as well as his problems. Among 
these are variations in counseling tech- 
nies, and the use of group discussions. 
We using a routine psychiatric 
evaluation to guide the Center staff and 
also to climinate the suspicion and preju- 


are 


dice invariably associated with psychi- 
atric consultation when individual pa- 
tients are selected for this service. Varia- 
tions in routine, in’ recreation, and 
workshop activities are being tried. We 
are intensely interested in the use of the 
rehabilitation team, its composition and 
organization. As in all centers using the 
team approach, the problems of inte- 
gration among the specialties and com- 
munication between them are para- 
mount problems. We are experimenting 
with this problem, but again feel that 
our setting on the campus puts us at a 
particular advantage in this respect. 


Educational Program 


The Ohio State Rehabilitation Cen- 
ter is a service and research center; but 


perhaps its more important role is that 


of education. We are all aware of the 
dire need for trained personnel in all 
areas of rehabilitation. A center func- 
tioning on a university campus offers a 
unique opportunity to train physicians, 
counselors, therapists, nurses, recreation- 
al workers, psychologists, and others for 
this service. The need for further edu- 
cation directed toward public attitude 
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cannot be stressed too much. A reha- 
bilitation center on a university campus 
is in a strategic position to aid in this 
problem. 

We feel thaf many universities have 
similar potential services that could be 
developed. .It is our hope that. staff 
members from other universities will 
attempt to develop similar or improved 
programs. In this way, perhaps our 
combined efforts will contribute signifi- 
cantly to the theory and practice of 
rehabilitation. It is our view that such 
activity will not only increase the capa- 
bilities of rehabilitation services across 
the Nation, but will significantly increase 
the value and effectiveness of the uni- 
versity’s contribution to society. 


Discussion 


Dr. J. L. Rudd (Boston): The paper 
you have just heard is definitely a new 
story. It represents a novel pioneering 
idea requiring much thought and action. 
Ohio can claim another “first” in its 
history. 

Unusual understanding and coopera- 
tion between the legislators and the 
Industrial Commission of Ohio, on the 
one hand, and the University of Ohio 
authorities on the other, was manifest 
from the very beginning of the project. 
The University facilities were furnish- 
ing everything educational and medical 
that could be of use in completely restor- 
ing handicapped persons to economic 
usefulness. The legislative body wisely 
and generously supplied the funds to 
start and support such a program. I was 
informed by the speaker that a sum “not 
exceeding $300,000” was appropriated 
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for the establishment and support of the 
Ohio State University Rehabilitation 
Center for the first two years. 

The closest approach Massachusetts 
can get to such a situation is the Massa- 
chusetts Rehabilitation Commission. 
Once in the Department of Industrial 
Accidents, it was later transferred to the 
Department of Education so that it 
could help out in non-industrial ser- 
iously injured cases as well as the in- 
dustrially injured. This Commission 
concerned itself with the medical aspects 
of rehabilitation and was not included 
as a portion of the work that had to be 
done by the Division of Vocational Re- 
habilitation or the Industrial Accident 
Board. 

It differs greatly from the Ohio reha- 
bilitation program in that it does not 
have a State Rehabilitation Center nor 
does it propose to have one. The func- 
tion of the Massachusetts Rehabilitation 
Commission is to approve already exist- 
ing facilities, check on the more seriously 
injured cases and refer them, early, to 
an already existing approved rehabilita- 
tion facility. 

I would like to have the speaker 
answer the following questions: 

What is the attitude of the physician 
in Columbus and other cities toward 
the Center? Do they complain of “State 
Medicine?” How would you handle 
cases from other cities that have a reha- 
bilitation center? Isn’t the State of 
Ohio one of the very few, if not the 
only State that is its own insurance car- 
rier and thus with sufficient excess funds 
to pay the expenses for such a complete 
rehabilitation center at the University? 
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Comparison of Ultrasonic and Microwave 


Diathermy in the Physical Treatment of 
Periarthritis of the Shoulder 


(STUDY OF THE EFFECTS OF ULTRASONIC AND MICROWAVE DIATHERMY 


WHEN EMPLOYED IN CONJUNCTION WITH MASSAGE AND EXERCISE) 
Justus F. Lehmann, M.D 


Fellow in Physical Medicine and Rehabilitation 
Mayo Foundation, 
Donald J. Erickson, M.D. 
Gordon M. Martin, M.D. 


and 


Frank H. Krusen, M.D. 
Section of Physical Medicine and Rehabilitation, 
Mayo Clinic and Mayo Foundation, 


Rochester, 


As yet, the possible value of ultrasonic 
diathermy has not been well estab- 
lished’. In order to conduct an objective 
and statistical analysis of the therapeutic 
efficacy of ultrasound it seemed advisable 
to study its effect in a condition which 
lends itself to an objective and quantita- 
tive evaluation and which occurs with 
sufficient frequency to permit the collec- 
tion of an adequate amount of data, in- 
cluding controls, within a_ reasonable 
period of time. Furthermore, it seemed 
advisable to select a condition in which 
a beneficial effect of ultrasonic energy 
might be expected in view of the thera- 
peutic effects previously observed and in 
the light of our knowledge of the bio- 
physical mode of action of ultrasound. 

Periarthritis of the shoulder was chosen 
for the study because, to a large extent, 
it fulfills these requirements. 


Former Clinical Studies 


The results attributed to ultrasonic 
treatment in 177 cases of humeroscapular 
periarthritis were reported at the Inter- 
national Congress on Ultrasonics which 
was held in Erlangen in 1949*. Of the 
cases reported, 35.5 per cent were said 
to show marked improvement; 43.0 per 
cent were said to be moderately im- 
proved. No change was observed in 15.2 
per cent, and an exacerbation of the 
complaints was reported in 1.1 per cent. 
The therapeutic result could not be 
evaluated in 5.2 per cent. 

In an excellent review of ultrasonic 
therapy, Friedland and associates’ re- 
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Minn. 
ported their findings following the use of 
ultrasonic diathermy in twenty-one cases 
of subdeltoid bursitis. Fourteen patients 
were said to be completely relieved of 
pain. It was stated that two of these 
fourteen patients had been treated with 
other methods without benefit prior to 
the admission. Two patients were re- 
ported as having obtained moderate 
relief, and three as having clinically in- 
significant relief. One patient was said 
to have failed to improve at all. The 
patients of the control group were 
treated with other forms of physical 
therapy. Since the results obtained in 
these two groups were not evaluated 
statistically, the authors limited their 
conclusions to the statement that there 
was no evidence that ultrasound pro- 
duces any greater symptomatic effect 
than conventional physical therapy. 
Bearzy’ treated fifty patients having 
acute and chronic subacromial bursitis 
with ultrasonic diathermy. A normal 
range of motion with marked lessening 
of pain was said to have been obtained 
in sixty-four per cent of the cases. Ten 
per cent of the patients were reported 
as having full range of motion and a 
moderate improvement of pain following 
treatment. Four per cent were said to 
have minimal relief and twenty-two per 
cent to have no improvement. Bearzy 
thought that patients having acute bur- 
sitis responded better to ultrasound treat- 


Grateful acknowledgment is made by Dr. Leh- 
mann to Miss Thelma Ruddy for technical assistance. 

The Mayo Foundation in Rochester, Minnesota, 
is a part of the Graduate School of the University 
of Minnesota. 
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ment than did patients having chronic 
bursitis. Roden 
who had chronic adhesive subacromial 
bursitis. He measured the 
scapulohumeral abduction before expo- 


treated cight patients 
range of 


sure to ultrasound and four weeks after 
the treatment. Another group of eight 
These 


patients did not receive any treatment. 


patients was used as a control. 


ultrasound 
better 


Six patients treated with 
were reported to have gained a 
range of motion than the patients in the 
control group. ‘The opinions on the rela- 
tion of ultrasonic treatment to the othe: 
types of physical therapy, such as mas- 
Some 


authors emphasize that they used physi- 


sage and exercise, vary widely. 
eal therapy such as exercise in addition 
to ultrasound, whereas other investigators 
stress the fact that they used ultrasound 
only. 

The impression is obtained from these 
studies that ultrasound may have a bene- 
ficial effect in the 
arthritis of the shoulder. 


seemed desirable to investigate further 


treatment of peri- 


However. it 


the value of ultrasonic diathermy plus 
massage and exercise in comparison with 
microwave diathermy plus massage and 
exercise in the treatment of periarthritis 
of the shoulders. 


Biophysical Effects 


The question was raised: What new 
therapeutic effects, if any, can be ex- 
pected from the application of ultra- 
sound? It has been pointed out that 
time the 
most efficient means of heating certain 


ultrasound is at the present 
areas in the depth of the tissues”’. In 
addition, the distribution of temperature 
in an organism exposed to ultrasound is 
a highly specific one. Ultrasound is se- 
lectively absorbed at interfaces between 
different 
The 


waves are presumably converted into 


tissues of acoustic imped- 


ance" longitudinal ultrasound 
shear waves at these interfaces. Further- 
more, some tissues, such as bone, have a 
much higher coefficient of absorption 
*® As a result of this selec- 
tive absorption the temperature is sclec- 


than others” 


tively raised at interfaces, for example. 


between fibrous connective tissues and 
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and between soft tissues and 
Nerves are 


muscles", 
bone’ also selectively 
heated™”. It has been demonstrated that 
the heating effect of ultrasonic energy is 
chiefly responsible for the biologic effects 
Nonthermal 
effects of ultrasound have also been ob- 
then 
ultrasonic therapy is still poorly under- 
stood. In conclusion it can be assumed 
that energy heats selectively 
the structures of and around the shoulder 
joint, such as the fibrous capsule, the 
muscular tendons, and the bony inter- 
faces, and possibly the nerves of this 


which are produced” 


served”, but significance for 


ultrasonic 


area 

If it is justifiable to assume that heat 
applied to the diseased structures of the 
joint 
expect from 
greater heating of 
structures than 
from other types of diathermy because 


produces beneficial effects 
might be reasonable to 
ultrasonic therapy 
certain periarticular 
ultrasonic energy, although not entirely 
uniform in its heating effects, raises the 
temperature selectively in certain struc- 
tures of the joint. 


Methods 


The purpose of this study was to de- 
termine the value of ultrasonic therapy 
in comparison with a modern type of 
diathermy. Seventy-cight patients having 
periarthritis of the shoulder were treated 
with ultrasonic energy. The term “peri- 
arthritis of the shoulder” is used in this 
study according to the 
The patients complained of 
pain and stiffness. On examination there 


outline of 
Coventry”. 


was a limitation of the range of motion 
and The 
roentgen examination did not reveal any 
signs of lesions of the joint. Applications 
of ultrasound were made once daily for 


tenderness most. Cases. 


five to ten minutes. The ultrasonic fre- 
quencies employed were 1 or 0.8 mega- 
cycle per second. The radiating surfaces 
of the applicators were 5 or 7 sq. cm.* A 
continuous total output of 2.5 - 14.0 
watts was applied with stroking tech- 
nic” in such a fashion that the tem- 
perature of the periarticular tissues was 
just below that which will cause perio- 


steal pain”. During two-thirds of the 


q 


time of treatment ultrasonic energy was 
applied over the area of the shoulder 
joint itself, and during one-third of the 
time it was applied to the muscles of the 
shoulder girdle including the paraverte- 
bral areas. Whether or not this technic 
produces therapeutic effects by affecting 
the nerve roots, as has been claimed by 
others on more or less hypothetical 
grounds”, remains questionable. 

Another group of seventy-cight pa- 
tients having periarthritis of the shoulder 
was treated with microwave diathermy. 
The efficacy of the ultrasound as a 
therapeutic agent was compared with 
that of the microwave therapy because 
the microwaves are accepted as a modern 
form of diathermy which is generally 
considered to be relatively efficient in 
heating the deeper layers of tissue*™. 
Microwaves were applied to the should- 
ers with the “B director” (6-inch hemi- 
sphere type of the Microtherm®) for 
thirty minutes once or twice daily. The 
selected output of the machine** was 
40-100 per cent of the maximal output. 

Patients of both groups were told that 
they were receiving “diathermy.” The 
patients of both groups were treated for 
the same number of days (average eight 
days). In other words, for each patient 
of one group, another patient of the 
other group was treated for the same 
number of days. Massage was applied 
following the ultrasonic and microwave 
treatment. In addition, identical exercise 
programs” were then given to both 
groups. These programs included active 
movements with assistance in forward 
flexion, abduction and rotation, Cod- 
man’s exercises and active assistive exer- 
cise using an overhead pulley, a shoulder 
ladder and a shoulder wheel. 

The statistical evaluation of the results 
was based on the measurements of the 
range of motion before the first and after 
the last treatment. The forward flexion 
(scapular and humeroscapular), the ab- 
duction (scapular and humeroscapular ) 
and the rotation (humeroscapular) were 
measured. The gain in range of motion 
*Manufacturers Ultrasonic Medical Equipment 
Corporation, New York, and Burdick Corporation, 
Milton, Wis. 


**Manufacturer: Raytheon Manufacturing Com- 
pany, Waltham, Mass. 
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was compared statistically with that ob- 
served in the other group. A difference 
between the results was considered to be 
significant if it were greater than could 
be expected by chance with a likelihood 
of 99.7 per cent (3 sigma equivalent). 

For this statistical somparisen it was 
necessary to work with a random distri- 
bution of the measured ranges of motion. 
This requirement was fulfilled, since cal- 
culated distribution curves fitted the ob- 
served data, satisfactorily at least within 
the limits of statistical error. Because of 
this error, owing to the limited number 
of cases, no attempt was made to find 
another type of distribution which might 
fit the observed data even better. 

Furthermore, it was imperative to 
make sure that the type and degree of 
the disorder in one group were as similan 
as possible to those of the other. ‘There- 
fore, distribution curves of the various 
ranges of motion before treatment, of 
the duration of the symptoms prior to 
the admission to the Mayo Clinic and of 
the age groups were calculated from the 
observed data. Corresponding curves of 
both groups of patients were compared 
with each other. The degree of over- 
lapping of the curves can be considered 
as an indication of their similarity. It 
was found that, within the limits of the 
statistical error, the distribution curves 
of the group of patients which was 
treated later with ultrasound were identi- 
cal with the corresponding curves ob- 
tained in the group of patients which 
was treated later with microwaves (figs. 
1, 2, 3, 4 and 5). The ratio of male to 
female patients was 1:1.5 in the group 
receiving ultrasonic treatment and 1:1.8 
in the group treated with microwaves. 
In addition, all patients of both groups 
complained of various degrees of pain. 
Approximately 15 per cent of each group 
had stated that they had received roent- 
gen therapy prior to the admission, and 
approximately 45 per cent had had 
physical therapy elsewhere. 

Results 

These data suggest that the types with 
regard to the duration of the symptoms, 
to the age distribution and to the ratio 


by 
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Fig. 1—Calculated distribution of the 
range of forward flexion before treatment in 
the group of patients later on treated with 
ultrasound —————————. and_ with micro- 
waves — — — —. Data observed in the 
former (ultrasound) o o o o o and in the 
latter (microwaves) group x x xX X x. 

Mr.* = 121.9°; - +29,0°; Mui* - 
834.973 = 


Per cent 


010 30 S50 70 90 110 130 150 170 190 


Degrees - range of motion 
Fig. 2— Calculated distribution of the 
range of abduction before treatment in the 
group of patients later on treated with ultra- 
sound ————————-. with microwaves 
— — — —. Data observed in the former 
(ultrasound) o 0 0 o o and in the latter 
(microwaves) group x x xX x x. 
Mr. = 103.4°; +26.5°; May: 

96.8°; +27.8°. 
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Fig. 3—Calculated distribution of the 
range of rotation before treatment in the 
group of patients later on treated with ultra- 
sound ———————— and with microwaves 
— -— — —. Data observed in the former 
(ultrasound) o 0 0 o o and in the latter 
(microwaves) group xX X X X xX. 
68.7°; Fr. +42.3°; 

+58.8°. 


Mui 


68.6 Tun 


Months 
1.3 2.0 3.2 5.0 8.0 12.6 20.0 31.6 
T T T T T T i 


wa 
o 


Per cent 


| 
| 
| 
| 
| 


01 03 05 0.7 0.9 1.1 


Tonths (tog) 


1.5 


Fig. 4—Calculated distribution of the 
duration of symptoms prior to the admission 
to the clinic in the group of patients 
treated with ultrasound ———————— and 
with microwaves Data ob- 
served in the former (ultrasound) 0 0 0 0 o 
and in the latter (microwaves) group x x x. 

Mv. = log (5.4 months); ¢:. +log 
(2.19 months); My; = log (5.2 months); 
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Fig. 5— Calculated distribution of the 
age in the group of patients treated with 
ultrasound ————————— _ and with micro- 
waves — — — —. Data observed in the 
former (ultrasound) o o o o o and in the 
latter (microwaves) group x x x xX x. 

Mr. = 34.2 years; %. = +9.9 years; 
Mu = 53.9 years; +9.1 years. 


*M.. is the mean of the group treated with 
ultrasound. 

o,., is the standard deviation of the group 
treated with ultrasound. 


M,,, is the mean of the group treated with 


microwaves. 
o,,, is the standard deviation of the group 
treated with microwaves 


of male to female patients and degrees 
of shoulder involvement were similar 
enough in both groups before treatment 
to permit a_ statistical comparison be- 
tween the results obtained by ultrasonic 
therapy plus massage and exercise in one 
group and by microwave diathermy plus 
massage and exercise in the other group. 
The results shown in the table indicate 
that the gain in the range of motion was 
somewhat greater when ultrasound was 
used as the heating agent than when 
microwaves were employed for produc- 
ing heat. The difference between the re- 
sults is statistically significant. 

Almost all patients of both groups had 
variable improvement of the subjective 
complaints. Only one patient treated 
with microwaves plus massage and exer- 
cise had the same amount of pain follow- 
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ing as before treatment. Furthermore, we 
observed occasionally a slight exacerba- 
tion of the pain after the first ultrasonic 
treatment which in each instance sub- 
sided within one or two days after the 
dose was temporarily reduced. 


Comment 

These results may perhaps be inter- 
preted as suggesting that ultrasonic dia- 
thermy plus massage and exercise is more 
efficient in treatment of periarthritis of 
the shoulder than microwave diathermy 
plus massage and exercise at least with 
regard to the gain in range of motion. 
However, this statistical evaluation does 
not give any information on how much 
more efficient ultrasound is. Therefore, 
it still is debatable whether or not ultra- 
sonic therapy should be given preference 
to the other forms of diathermy. The im- 
pression obtained from clinical observa- 
tion and from the data of table 1 sug- 


Table |: Gain in Range of Motion After Ultrasonic 
and Microwave Treatment 


After treatment with 


Gain in Ultrasound Microwaves 
Forward flexion ae 27.4° ; +2.30° 16.1°; +150 
Abduction 42.60 21.20; 
Rotation 45.49; +2.80 17.3° ; +4.0° 


*Standard error of the mean. 
gests at least that ultrasound can be used 
by a physician skilled in its application 
when a suitable machine is available. 
Ultrasonic diathermy might be tried es- 
pecially in those cases in which other 
means have previously been used without 
a satisfactory result. In this study such 
patients responded well to ultrasonic 
treatment plus massage and exercise. The 
same is true of microwave diathermy 
plus massage and exercise which might 
be tried when ultrasonic diathermy has 
failed. The role of ultrasound in the 
treatment of periarthritis of the shoulder 
can be considered as similar to that of 
any other form of heat treatment. In 
other words, ultrasonic diathermy plus 
massage and exercise frequently relieves 
pain and mobilizes the joint. It is known 
that hyperemia is produced by ultrasonic 
diathermy and that the permeability of 
membranes and cells is increased®. These 
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ettects should be supplemented by an 
adequate program of massage and exer- 
cise. Furthermore, the application of ul- 
trasonic diathermy does not interfere 
with other types of therapy such as the 
injection of compound F or procaine and 
shoulder. the 


results of 


mamipulati ms of the 


‘contrary, the such combined 


therapy may often be beneficial Perhaps 


such combinations of treatment should 


be further investigated. 


Finally some shortcomings of  ultra- 


onic diathermy should also be men- 


tioned. Because of the selective heating 
of 


le Inperature 


ultrasonic cnergy the rise of 
at interfaces is marked and 
occurs rather quickly. As a result the 
margin of safety is not as great as in 
Therefore, it is 
required that a skilled person apply the 


ultrasoni 


microwave diathermy. 


treatment = preferably with 


stroking technic. In other words, a con- 
tinuous attendance is necessary in. case 
This disad- 
vantage may be partially compensated by 
the fact that the duration of 


SON 


of an ultrasonic treatment. 
an ultra- 
treatment is usually much shorter 


than that of a microwave application. 
Contraindications 


A thorough knowledge of the technic 
of application is required to apply ultra- 
sonic 


safely and 


Furthermore, the 


energy successfully’. 
contraindications to 
ultrasonic therapy must be thoroughly 
understood by the physician prescribing 
ultrasonic diathermy. Some contraindi- 
cations to ultrasonic therapy are occa- 
sionally encountered in patients having 
periarthritis of the shoulder”. 
sible 


The POs- 
malignant metastatic 
growths in the axilla should be consid- 
ered a Some tumors 
grow faster after than before exposure 


presence of 
contraindication. 


to ultrasonic intensities of the order used 
for therapy of periarthritis of the shoul- 

Stuhlfauth" 
coronary 


Furthermore, observed 
that the de- 
creased in dogs if excessively high doses 
of ultrasound were applied to the thigh. 
Stuhlfauth“, Fuchs and_ Buchtala”, 
Ungeheuer“ and Pezold“ also observed 
attacks of 


circulation was 


angina, which occurred in 
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patients having coronary sclerosis or 


other forms of “heart disease,” after 
therapeutic application of — ultrasonic 
energy to the stellate ganglion or. to 


other parts of the body. However, it 
whether the 
because of 


could not be determined 


angina occurred inci- 


dentally after ultrasonic. therapy. 


Koeppen” irradiated 140 patients hav- 
ing “heart d 


effects. Thus, it 


isease’’ without untoward 
seems to be advisable 
io consider certain diseases of the heart 
as a contraindication until proved other- 
Wise, 

Finally, ultrasonic should be 


applied to the shoulder joint alone and 


energy 


not to the muscles covering the chest 
wall in patients having inflammatory 
infiltrations of the lungs. Exacerbation; 
of such pulmonary inflammations have 
been observed” following such applica- 
tions. 


Conclusions 
Biophysical research suggests that ul- 


trasonic energy raises selectively the 


temperature of certain periarticular 
structures of the shoulder. The clinical 
results of this study may perhaps be in- 
terpreted as being in favor of ultrasonic 
diathermy if its efficacy is compared 
with that of the accepted microwave 
diathermy as a means of heating the 
periarticular structures of the shoulder. 
However, this statistical study does not 
i much 


give 


more effective ultrasonic energy is than 


any information on how 
microwave diathermy. Therefore, it still 
is debatable whether or not ultrasonic 
therapy should be given preference to 
other forms of deep heating. At ans 
rate, when applied by a physician whe 
is skilled in its use, ultrasonic diathermy 
seems to be a suitable method of heat- 
ing periarticular structures in conjunc- 
tion with 
for periarthritis of the shoulder. 


other methods of treatment 
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Physiological Background for Neuromuscular 


Reeducation and Coordination 


G. Clinton Knowlton, Ph.D. 8 


Ymory University, Ga 


Neuromuscular reeducation may be 
taken to mean the reestablishment of 
useful voluntary movement patterns. The 
physiologic basis for this reeducation is 
the integrated content of the physiology 
of muscle and nerve. The pertinent 
items of muscle physiology have been 
reviewed by Wakim’. Ralston’ has dis- 
cussed the mechanics of voluntary mus- 
cle. Recent findings concerning muscle 
detector feed back mechanisms have 
been covered by Hodes’. The role of 
facilitation and inhibition in central ex- 
citation has been described by Levine 
and Kabat*. From this vast array of 
information there stems a few broad 
principles which can form the founda- 
tion of a rational retraining program. 
These include: 


1. Voluntary movement patterns are conditioned 

responses 

For “normal” movement there must be a “nor- 

mal” trinity of detector—integrator—effector. 

3%. The need for retraining implies failure in one 
or more of the systems involved in “‘normal”’ 
movement. 

t. The retrained movement pattern will have to 
depart from “normal’’ in proportion to the 
irreversibility of the failure. 

5. Failure points must be located and treated 
specifically, so that if reversible the training 
can be made on an essentially normal system 
or if irreversible the training will be made 
with appropriate substitutions in the system. 

6. The preliminary work of treating specific fail- 
ure points must precede retraining proper be- 
cause the movement pattern to be trained is 
predicated upon the result of the treatment of 
failure points. 

7. A unitarian approach to retraining in the sense 
of directing attention exclusively to detectors, 
integrators, or effectors will be self limiting 
in proportion to its exclusiveness 


Physiologically, conditioning can be 
considered as establishing a spectrum of 
neuron thresholds which will yield a 
reliable temporal pattern of recruitment 
and inhibition for effector excitation. 
This is most easily done on the basis of 
existing patterns, the exploitation of 
which has been described by Kabat". 
Sometimes the existing pattern cannot 
be used because it is bizarre or because 
of a deficit in the detector or effector 
systems requiring some sort of substi- 
tution and a new excitation pattern. For 
this it will be necessary to produce decay 
in certain of the existing patterns. This 


involves specific and detailed attention 
to the movement, the parts involved, and 
often to specific muscles. 

An instance of spontaneous, undesir- 
able excitation patterns can be found in 
weak muscles for which training has 
been neglected. A muscle too weak to 
participate in movement patterns in 
which it would normally be involved 
comes to be ignored in the excitation 
pattern for that movement. This can 
result in a strange excitation pattern of 
the motor neurons to that muscle in 
that they may be stimulated to threshold 
by irrelevant motor activity but cannot 
be activated voluntarily. The muscle is 
found responding in motor activities in 
which it should have no concern but is 
absent from formations in which it 
should participate. Figure 1 illustrates 
the action potential from such a muscle, 
a biceps, weakened by poliomyelitis, and 
untreated for fifteen years. Now it re- 
sponds along with the diaphragm to each 
inspiratory barrage, not only with elec- 
trical activity but also with a small but 
visible contraction. Yet this muscle is 
not under volitional command. Obvi- 
ously here the first step in retraining is 
meticulous attention to the excitation 
and inhibition of the motor neurons of 
the muscle in question. 

Another instance where retraining re- 
quires extensive reorganization of the 
excitation pattern is found in muscle 
transplants of the type where a fraction 
of the sublimis is rearranged anatomic- 
ally to serve as a finger extensor. The 
best results are obtained from such a 
transplant when the individual learns to 
use that portion of the sublimis as a 
finger extensor rather than have it con- 
tract in the old flexor pattern. The 
excitation pattern to this neuron pool 
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must now be in a quite different phase 
than it was betore transplant. Reeduca- 
attention to the 
muscle transplant, substitution of visual 


tion involves careful 


appraisal for muscle detectors and 
practice against little resistance until the 
transplanted portion is dissociated exci- 
tation wise from the rest of the sublimis 
associated in with 


Figure 2 illustrates the 


and is movement 
finger extensors 
electromyogram from such transplants 
during voluntary finger flexion and ex- 
and in a re- 
Obviously such re- 


tension in an untrained 
trained 
training cannot be made upon the “nor- 
mal” reflex pattern of the transplant. 
First one must produce decay of the 


normal response and then proceed to 


individual. 


reconditioning in the abnormal but de- 
sired pattern. 

It is well known that any movement 
pattern involves a number of different 
muscles in a temporal varying pattern 
of simultaneous and sequential activity’. 
This demands at least a certain minimal 
strength of each muscle involved in the 
movement. Where retraining is required, 
the strength available in some or all of 
the muscles involved is usually a part 
of the retraining problem. 

Deficient muscle strength is based on 
one of two or a combination of two de- 
fects: inability to 
enough of the motor units present and 
secondly, an inadequate strength of the 


first. an activate 


motor units available for contraction. 

An apparent muscle weakness can re- 
sult from improper timing in excitation 
to the muscle. The situation where the 
excitation is completely out of phase 
has already been discussed. Where the 
timing is only partially out of phase, as 
it is in all unpracticed movement, simple 
continued practice in specific movement 
will develop the maximum conditioning 
possible for that particular nervous sys- 
tem. 

In most individuals there is 
siderable number of anterior horn cells 
that cannot be brought into action by 
voluntary effort, but if they are ade- 
quately facilitated they are found to 
command units of significant 
strength. Conditioning technics will tap 


a con- 


motor 
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That these 
high threshold neurons are not easily 
conditioned is shown by the rarity with 
which individuals are able to gain volun- 
this fraction of the 
neuromuscular apparatus. That this re- 
many in- 
stances where unusual strength is €X- 
hibited in highly emotional situations 
where facilitation reaches a very high 
level and inhibition is at the same time 
removed. A similar type of release of 
inhibition or augmentation of facilita- 
tion can be obtained with strychnine. It 
is not certain that attempts at training 
during drug facilitation will be retained 
after the abnormal situation has abated. 
Such generalized and essentially uncon- 
trolled facilitation has the disadvantage 
of no specificity whereas in trained 
movement what is required is a specific 
pattern of facilitation and_ inhibition. 
However, the use of facilitative drugs 
might be very helpful as a method of 
assay for high threshold motor neurons, 
with such assay being used as a guide 
to continued attempts to bring those 
neurons under voluntary control by con- 
ventional conditioning technics. 


this reserve to some extent. 


tary control over 


serve does exist is shown in 


One of the most difficult problems 
in neuromuscular retraining is the one 
presented by weak muscles—weak be- 
cause of too little muscle or too little 
strength per unit volume. Here specific 
attention has to be given to the particu- 
lar muscle in question. The muscle must 
be brought to a strength sufficient for 
participation in the movement pattern. 
Movement training technics cannot be 
applied before the muscle can _partici- 
pate or else a pattern will be developed 
that excludes the weak muscle from the 
movement. 


The amount of strength increase ob- 
tainable in a muscle after irreversible 
injury is limited to the strength incre- 
ment available from hypertrophy plus 
that latent in the high threshold motor 
neuron pool. Muscle hypertrophy can 
only be obtained by heavy resistance 
exercise. This means graded and near 
maximum load in repetitive effort. Of 
course, heavy load must be defined in 
terms of the muscle under treatment. 
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For a given muscle, badly damaged, it 
might be below the weight of the ana- 
tomic part, which would mean that so- 
called assistive exercise would really be 
heavy resistance for that muscle. In the 
instance of spotty muscle weakness it is 
important that no hypertrophy-produc- 
ing exercise be given to the muscles that 
are already too strong with relation to 
the weak muscle. The object is correct 
muscle balance. Non-directed strength 
therapy will not lead to the balanced 
strength required for coordinated move- 
ment. The strength increment to be 
obtained from muscle hypertrophy per 
se is probably rather small. It is highly 
probable that such exercise also helps 
to bring some of the high threshold 
neurons within the orbit of voluntary 
activity. Such exercise is indicated in 
trying to bring the strength of a muscle 
to a useful range. If it fails the final 
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resort is substitution, which necessarily 
means an abnormal movement pattern 
which may 02 may not involve mechan- 
ical aids. In any event, when the muscle 
situation is defined and a movement 
pattern is to be taught the type of train- 
ing required is skill training. This im- 
plies relatively light loads and much 
repetition in the movement. All the rules 
of conditioning must be observed. The 
trainee must have adequate motivation 
for learning. Training staleness must be 
avoided. Skill is not enhanced by con- 
tinued practice while fatigued. In fact, 
practice in the fatigued state may pro- 
duce decay in a carefully chosen and 
well balanced movement pattern. 

In such retraining certain movement 
patterns existent in the trainee may be 
used to hasten learning by linkage to 
the already established pattern. In other 
instances, existent patterns of excitation 


av 


Fig. | — Electromyogram of poliomyelitis damaged biceps untreated for fifteen years; 


involuntary rhythm with inspiration. 


Fig. 2 — Electromyograms of transplated sublimis. Finger flexion (A) and finger ex- 
tension (B) in untrained transplant; (C) finger flexion and (D) extension in trained 


transplant. 
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may be so contrary to the pattern to be 
taught that decay of the existent pattern 
must precede training in movement. 

General principles concerning neuro- 
muscular reeducation cannot define the 
specific regimen for a given retraining 
problem. Rather, such principles repre- 
sent the framework within which the 
versatile trainer can operate to prescribe 
a specific program for a specific problem. 
It should be apparent that retraining 
programs must be mapped with regard 
to the qualitative and quantitative as- 
pects of the deficiency that makes re- 
training necessary. This means that there 
will be as many training programs as 
there are trainees if the training is to 
be maximal for each one. 


Summary 


Voluntary movements are conditioned 
responses of a detector-integrator-effec- 
tor system. In retraining, new patterns 
of coordination of these systems may 
have to be established because of failure 
at one or more points in the original 


Individuals active in physical medi- 
cine have employed various types of 
electrical muscle testing for many years. 
Recently, this interest has centered on 
information provided by the electromyo- 
gram. Ideally, all possible methods of 
testing should be available, together with 
adequate knowledge of their application. 
The purpose of this paper is to review 
the value which chronaxie determina- 
tions have in the diagnosis and prog- 
nosis of lower motor neuron disease. A 
primary consideration is that chronaxie 
equipment is much less expensive than 
the electromyograph, and the informa- 
tion obtained from it is equally valuable. 

Chronaxie was defined by Lapicque’ 
in 1909. It is the shortest duration of 
an electrical current necessary to pro- 
duce excitation in tissue, when the cur- 


Clinical Uses of Chronaxie Determinations 
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system. This demands specific and meti- 
culous attention to the parts involved, 
whether originals or substitutes, in order 
to establish a spectrum of neuron thresh- 
olds that will yield a reliable temporal 
pattern of recruitment and inhibition to 
the effector apparatus. 
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rent strength is twice the rheobase. As 
the word implies, it is a measure of time. 
In this discussion, we will confine the 
use to excitation of muscles through the 
intact skin. 

When the surface electrical concentra- 
tion of muscle fibers is sufficiently high, 
contraction occurs. If the current is 
applied for an_ infinitely long period of 
time, the strength of the current may be 
reduced to a minimum level which still 
produces contraction of the muscle 
fibers. This current strength was defined 
by Lapicque’, as the rheobase. It makes 
no difference whether voltage or amper- 
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age is used, since they are proportional 
to each other. Some confusion exists in 
the literature regarding this term. 

As the pulse width is progressively 
decreased, it is necessary to increase the 
strength of the current to produce mini- 
mum contraction of the muscles. These 
points plotted on a curve give a typical 
strength duration pattern. It is possible 
to plot an entire strength duration curve 
for cach muscle. However, it is far more 
practical to utilize the rheobase and one 
arbitrary point on the strength duration 
curve to ascertain the shape of the entire 
curve. By definition of an hyperbola, 
this is possible. Lapicque* showed the 
strength-duration curves to be approxi- 
mately an hyperbola. The arbitrary 
point on the curve is the chronaxie 
value. It is at that point where the cur- 
rent is exactly double the rheobase value. 
In 1923 Bourguignon® applied the use 
of chronaxie to clinical investigations. 

There has been much criticism con- 
cerning the use of chronaxie values. This 
is due partially to the difficulty in repro- 
ducing results. If standard technic is 
followed rigorously, and duration of cur- 
rent produced in the machine checked 
against a standard time, it is possible to 
achieve reproducible results. If all the 
experimental errors are pyramided in 
one incorrect determination, it is possible 
to err from the correct value by as much 
as 675 per cent*. Actually results are 
reproducible with less than a ten per 
cent error. Arbitrarily, a level of ten 
times the expected normal is set as the 
point where a value is called abnormal. 
Ordinarily, the chronaxie values for 
muscles are about 0.1 millisecond. Any- 
thing over 1.0 millisecond is considered 
a significant variation from normal. The 
use of chronaxie determinations is a 
refined method of performing reaction 
of degeneration test. Where that is of 
value, chronaxie is more useful. Lewy’ 
has written extensively about the use of 
chronaxie in detecting overexcitable and 
underexcitable muscles when the nerve 
has been damaged by lead 
industrial toxins. In 1942 


supply 
or other 


Moldaver® demonstrated the practical 
usefulness of this determination in the 
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diagnosis of certain neuromuscular dis- 
orders. Nulsen and Grant’ in 1952 
showed that muscle chronaxie changes, 
of a focal nature, permit positive diag- 
nosis of the presence of intraspinal mass 
lesions, ruptured intervertebral discs, 
and extramedullary pressure the 
plexuses, 

There is significant elevation of the 
muscle chronaxie values when its lower 
motor neuron is damaged at any point 
between the anterior horn cells and the 
neuromuscular junction. If insufficient 
time has elapsed since disease or injury, 
for wallerian degeneration to occur, the 
chronaxie value may be normal. If suffi- 
cient time elapses to permit muscle fibers 
innervated by damaged nerves to atro- 
phy completely, the remaining fibers in 
the muscle will have a normal chronaxie 
value. There is never a false positive 
elevation of chronaxie. An elevation is 
always significant. Damage of the cen- 
tral nervous system above the lower 
motor neuron produces no elevation of 
chronaxie: nor does direct muscle dam- 
age, as indicated in progressive muscu- 
lar dystrophy. Obviously, to acquire 
information concerning the central ner- 
vous system or the muscle fibers them- 
selves, other tests must be utilized. If 
the time intervals are properly selected 
and consideration given to the clinical 
picture, a negative chronaxie, i.e. one 
in which the values are normal, may be 
relied upon more than seventy-five per 
cent of the time. 

A suggested technic, which is found 
to produce reliable, and reproducible 
results is as follows. The indifferent 
electrode attached to the anode of the 
generator is placed constantly on the 
contralateral limb. The moistened ex- 
ploring electrode, preferably warm, is 
attached to the cathode of the genera- 
tor. A current is employed of sufficiently 
wide pulse to fall on that part of the 
strength duration curve asymptomatic to 
the x-axis. A current intensity sufficient 
to produce visible contraction of the 
muscle is selected. Wherever possible 
this is strong enough to produce the 
clinical response which the muscle ordi- 
narily performs, as evidenced by moving 
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the joint distal to the muscle or pro- 
ducing contraction of the tendon of the 
muscle. The motor point is located by 
moving the exploring electrode over. the 
muscle belly until the poimt of maxi- 
mum response is visualized in the muscle. 
Then the intensity of the current is de- 
creased progressively until minimal con- 
traction of the muscle is seen. The end 
point is subjective, but accurate repro- 
duction of the observation is quickly 
learned. This minimum current, produc- 
ing a visible contraction, is the rheobase. 
Following the already stated definition 
of chronaxie. the current is doubled and 
starting from zero is applied periodically 
to the same motor point at progressively 
increasing pulse durations. the 
contraction in the muscle is again equal 
to the minimal contraction of the rheo- 
hase, the time is recorded. This is the 
chronaxie for that muscle. Each belly of 
a muscle will have its own value, which 
should be determined independently. If 
an elevated value is observed the rheo- 
base should be rechecked. It is well to 
calibrate the time intervals on available 
pulse wave generators, since many are 
marketed with large errors". 

Chronaxie changes are specific for 
lower motor neuron disease. Elevated 
values may be expected in any anterior 
horn cell disease such as poliomyelitis, 
spinal atrophy, amyotrophic lateral scle- 
rosis, or Landry’s paralysis. Diseases of 
the central nervous system which affect 
the lower motor neuron incidentally only 
or late, such as multiple sclerosis and 
syringomyelia, produce disseminated 
chronaxie changes. If the investigator 
records from all available muscles, it is 
an easy matter to see that the distribu- 
tion of denervation is much too wide to 
incriminate a root, plexus, or peripheral 
nerve. 

Nulsen and Grant’ used this method 
to localize spinal cord tumors and rup- 
tured discs. In their series, twenty-two 
of twenty-four discs were correctly local- 
ized. Eleven of twelve cord tumors, in- 
cluding three with normal myelograms 
were diagnosed. In lumbar discs, it was 
found that extensor digitorum longus 
denervation always indicates root com- 
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pression at L-4-5. Gastrocnemius in- 
volvement indicates pressure at L-5 to 
S-1. If both are elevated there may be a 
large disc at L-4-5 or a disc at both. 
Additional cases corroborate these find- 
ings. Cervical discs are much easier to 
localize because of the extensive overlap 
of innervation. If there is root pressure, 
all of the muscles having even partial 
innervation from that root may show 
involvement in the chronaxie values: 
usually enough to make possible focal 
localization. 

In this investigation 246 cases were 
studied. They may be divided as follows: 


Chronaxie 
Neurological Condition Cases Values 
Upper motor neuron disease > Normal 
Diseases in cord involving 
LMN Elevated 
Root pressure 
Peripheral ne lesions 
including plexuses 
Peripheral neuropathies 
Diabetes 
Periarteritis nodosa 4 
Guillain-Barré ! 
Tumors fi 
Lead Toxicity 
Alcoholic 
Neuromuscular disease 29 Normal 
Myasthenia gravis 7 26 
Muscular dystrophy 


No objective neurological 
findings 

Prue neuridities such as Guillain-Barré 
syndrome, diabetic neuropathy, and lead 
toxicity, clevate the chronaxie values. 
Neurofibroma and _periarteritis nodosa 
produce cither focal or widespread 
changes. 

In a peripheral nerve lesion chronaxie 
is of value in detecting slight changes 
where the nerve is involved only par- 
tially. If one waits for chronaxie changes 
only, there may be good return of func- 
tion long before the chronaxie is normal. 
Valuable time will be lost to the patient 
if the electromyograph is not employed 
as well. 

At the neuromuscular junction or in 
the muscle fibers themselves, pathologi- 
cal changes can occur, producing mus- 
cular weakness without any elevation in 
chronaxie. An elevation is always signifi- 
cant. If chronaxie changes are sought 
carefully and none is found, then a di- 
agnosis of muscular dystrophy may be 
confirmed. Eight early cases were in- 
cluded in this study. Myasthenia gravis 
and periodic paralysis also have normal 
chronaxie values. 


F 


Electromyography has achieved such 
great popularity that its omission in any 
discussion of electrical testing makes the 
discussion incomplete. In over 200 cases 
tested, fibrillation or pathological fascic- 
ulation voltages have never been ob- 
served in muscles having normal chron- 
axie values. Therefore, this is a good 
method of locating appropriate areas 
where you may find electromyographic 
evidence of denervation. 

Electromyography is useful in deter- 
mining approximate percentage of in- 
volvement, early prognosis of recovery, 
and early denervation before wallerian 
degeneration has occurred. These test- 
ing devices should be complementary, 
supplementary, and corroborative. In 
complete peripheral nerve lesions elec- 
tromyography is more helpful than 
chronaxie. However, the combination 
gives additional information. 

An area of further usefulness lies in 
establishing diagnosis of hysteria, malin- 
gering, or in ruling out these possibilities. 
Occasionally a patient consciously or un- 
consciously learns to mimic the signs 
and symptoms of a patient with periph- 
eral nerve involvement or lower motor 
neuron disease and this method demon- 
strates the electrical and anatomical in- 
consistencies of the picture. 

If the investigator uses consistent 
technic he may obtain repeatable obser- 
vations of denervation from elevated 
chronaxie values of muscle. Following 
the possible location of damage proxi- 
mally from the muscle to the anterior 
horn cell there will be a point in the 
peripheral nerve, the plexus, the root, 
or the cord itself where the nerve path- 
ways to the involved muscles must cross 
and a focal point where the damage 
occurred. Failure to find such a focal 
point indicates clear cut evidence of a 
diffuse process. 

The great advantage of this method 
of diagnosis is its relative painlessness to 
the patient and case of accomplishment 
for the investigator. It is a simple meth- 
od of obtaining very valuable informa- 
tion. It should be used in conjunction 
with a careful neurological examination, 
electromyography, skin resistance deter- 
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minations, twitch tetanus ratios, and 
strength duration curves, where applica- 
ble. Chronaxie values are very useful in 
this battery of tests and should be em- 
ployed. Three typical cases illustrate 
the value of this procedure. 


1. G.M., white, male, age 27: This patient re- 
ceived an unusual compensable injury of his right 
hand five weeks prior to testing. He had total re- 
call of the details of the accident. He immediately 
developed sudden and persistent loss of sensation 
and function of the median nerve. However, skin 
resistance Was normal in the thumb and index 
finger. Stimulation of the nerve produced a good 
response in the median muscles of the thenar 
eminence. Electromyographic recording from the 
opponents showed no evidence of denervation and 
all chronaxie values were normal. The final diag- 
nosis was hysteria. 

2. J. W.. white, female, age 35: Six weeks 
prior to testing, the patient became dizzy and fell 
at a pienie. She was diagnosed as labyrinthitis. 
Three weeks later pain developed over the lateral 
aspect of the left arm. Examination revealed no 
objective changes in sensation or motor power. 
Chronaxie determinations of a few typical muscles 
were as follows : 


Left Right 


Flexor Pollicis Brevis 6.0 3 
Opponens Pollicis 10 2 


0 
0. 
Extensor Digitorum Communis 0.8 0.3 
Anconeus 1.0 0 


On the basis of this a diagnosis of C-7 pressure 
was made. In spite of negative myelography, surgi- 
cal exploration revealed a cervical dise producing 
root pressure 

3. FE. S., white, male, age 13: Eleven days prior 
to testing, this boy fell on broken glass and sus- 
tained a laceration behind the head of the fibula. 
Two days later he had a foot-drop. On examina- 
tion he could feel 1/8 gm. touch, but had spotty 
pain loss for 10 gm. in a small zone over the 
dorsum of the foot between the first and second 
toes. Chronaxie values were as follows for the 
muscles innervated by the common peroneal nerve. 


Right Left 
Anterior Tibial 13.0 0.3 
Extensor Hallucis 22.0 0.2 
Extensor Digitorum Longus 24.0 0.2 
Peroneus Longus 0.3 0.3 


Electromyographic recording from the antertor 
tibial muscle failed to show any evidence of de- 
nervation, other than the fact that no motor unit 
potentials were seen either on voluntary effort or 
on stimulation of the peroneal nerve. One month 
later the abnormal chronaxie values were elevated 
two to three times and the electromyographic pat- 
tern had not changed, but the sensory loss had 
disappeared. Operation showed a neuroma in con- 
tinuity of the deep peroneal nerve confirming 
the impression derived from the initial test. 


These cases are included not because 
they are at all unusual, but because they 
illustrate the possible uses of chronaxie 
testing and its relationship to the more 
commonly employed electromyogram. 
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Discussion 


Dr. Edward M. Krusen, Jr. (Dallas, 
Texas): For the last few days we have 
had the privilege of listening to a great 
many excellent papers on electromyo- 
graphic studies. I think Dr. Erdman 
should be thanked for re-emphasizing 
to the clinician the value of the simpler 
methods of electrodiagnosis. such as his 
chronaxie determination. 

Dr. Erdman has given an excellent 
and accurate description of his technic. 
He has obtained an error of only ten 
per cent for this method, but I fear that 
most clinicians do not obtain such ac- 


curacy, 
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I was interested to hear that Dr. Erd- 
man considers chronaxie alone an ade- 
quate diagnostic test. I feel that the 
complete strength-duration curve and 
tetanus-twitch ratio determinations give 
more complete information than chron- 
axie alone for very little extra effort. 

As the author states, chronaxie has 
its main value in determining lesions of 
the lower motor neurons. He mentions 
the fact that there are no false positives. 
I would like to ask if follow-up studies 
showed any false negatives and what 
types of cases were the greatest problem 
in this respect. I find the greatest diffi- 
culty not in complete lesions, but in the 
spotty type of lesions, such as amyotro- 
phic lateral sclerosis or compression in- 
juries to nerves. I think statistics along 
this line would greatly enhance the value 
of this paper to the clinician. 

I again want to thank Dr. Erdman 
for this review of a method to screen 
out conditions where further study by 
electromyography or other procedures is 
indicated. This type of paper is of tre- 
mendous value to those of us who find 
the press of clinical work too great to 
spend much time on the more elaborate 
testing methods. 


and Rehabilitation will be held in Philadelphia, June 5 and 6, 1955. 
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The Chronic Rheumatoid Arthritic: Psychosocial 


Factors in Rehabilitation 


Edward W. Lowman, M.D. 
Philip R. Lee, M.D. 
Saul Miller, M.D. 
Reva King, M.S.W. 

and 
Harry Stein, M.A. 
New York City 


For the past two years we have been 
engaged in a research project concern- 
ing the rehabilitation of chronically dis- 
abled rheumatoid arthritic patients. The 
objective has been to determine the 
feasibility of a combined program of 
hormone therapy and of Physical 
Medicine and Rehabilitation procedures. 
To be admitted to the study, patients 
had to be severely disabled, and with a 
disease process still in an active phase. 
We have previously reported factors 
considered most important as assets and 
as deficits in establishing and attaining 
goals with such chronic arthritic patients. 
Among these, the psychosocial aspects of 
the problem have loomed prominently 
as conditioning factors. 

Much has been published supporting 
the hypothesis that the psychological 
constitution of the rheumatoid arthritic 
is of such consistent similarity as to war- 
rant its consideration as specific to this 
disease. Some investigators pro- 
posed further that this “rheumatoid 
personality” is a stigma which precedes 
the disease and predisposes psychoso- 
matically to its development as a 
clinical entity. 

We have been interested in learning 
more about the possibility of any per- 
sonality structure characteristic of arth- 
ritics, and the influence of any such 
characteristics on the possibilities for 
rehabilitation. Further, and more im- 
portant, since rehabilitation is a_pro- 
tracted and expensive investment, we 
have been concerned with how one 
might sort out the motivated from the 
non-motivated patient. In a_ previous 
report, the high incidence of passivity 
and dependence in the chronic rheuma- 
toid group was stressed. As we have ana- 


lyzed and evaluated subsequent patients, 
efforts have been made to establish 
psychosocial common _ denominators 
among the successful and unsuccessful 
groups of rehabilitees, which could be 
used as yardsticks for selection of pa- 
tients, and thus more soundly guarantee 
a satisfactory result. 

Any method for establishing these de- 
sired criteria admittedly has shortcom- 
ings unless the differential is a marked 
or unanimous one. We have elected to 
analyze the most obvious failures and 
successes and have confined ourselves 
accordingly to small groups of patients. 
On the other hand, to offset this small 
number, the psychological and social in- 
vestigations in all patients have been ex- 
haustive and observations of patients 
have been extended ones over periods of 
many months of hospitalization. In the 
first year of the arthritis rehabilitation 
study, 259 patients were seen as candi- 
dates referred for rehabilitation. From 
this large group, 37 were selected as be- 
ing severely disabled and with a disease 
process still in an active phase. This 
group was hospitalized and treated by a 
staff which devoted full time to the 
study. It was from this group of hos- 
pitalized patients that the staff then 
selected 12 patients, half of whom were 
unanimously considered failures, and the 
other half successful rehabilitees. The 
psychosocial data on these two groups 
were then analyzed in detail and an 

Read at the Thirty-first Annual Session of the 
American Congress of Physical Medicine and Reha- 
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effort made to establish common denom- 
inators in the two groups which might 
indicate positive and negative values. By 
definition, the successful rehabilitee was 
one who was able to utilize physical re- 
sources up to a reasonable maximum. 
Conversely, the unsuccessful patient 
could utilize few or none of his physical 
resources and made little or no attempt 
towards self-care or independent living. 
With the exception of one, all cases have 
been under extensive observation from 
six to twelve months. Selection of the 
groups was based on common agreement 
of the medical, social and psychological 
staff. Patients not clearly classifiable as 
successful or unsuccessful were not used 
but are now being used for testing hypo- 
theses developed in the comparative 
analysis. 

Psychosocial data used in this study 
were obtained during hospitalization. 
Initially, on admission to the project, 
each patient was seen by both the psy- 
chologist and the social worker. During 
the social worker’s initial interviews, an 
attempt was made to obtain a compre- 
hensive history of psychosocial develop- 
ment from early childhood through the 
onset of the arthritis and the patient’s 
subsequent adjustments to his illness. 
The psychologist’s initial evaluation was 
on a psychological test basis, including 
the Wechsler-Bellevue; projective tests 
including the Thematic Apperception 
Test, the Rorschach Ink Blot ‘Test, 
Figure Drawing Test; also vocational 
tests, such as the Kuder Preference, the 
Purdue Pegboard, and others as_ in- 
dicated. 

With this reservoir of data, the social 
worker and the psychologist then dis- 
cussed the patient from a_ psychosocial 
standpoint with the psychiatrist and 
from this conference a plan for subse- 
quent follow-up was formulated. The 
plan for treatment depended upon the 
patient’s capacity and desire for develop- 
ing and utilizing insight, his quality of 
adjustment, and the nature of environ- 
mental, social and emotional problems. 
In some instances an intensive treat- 
ment relationship was instituted utilizing 
but one therapist to avoid a diffuse rela- 
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tionship with both the psychologist and 
the social worker. Other patients were 
able to utilize support only in limited 
areas and with superficial problems. De- 
cisions for support or treatment naturally 
were subject to change during hospi- 
talization, such changes generally arising 
as a result of joint conferences which 
included all staff members. Evaluation 
of changes, problems and treatment was 
facilitated by weekly staff meetings to 
give overall insight into the meaning of 
a patient’s behavior, and to enable all 
staff members to have a_ continuing 
knowledge of a patient’s over-all progress. 

In summarizing the extensive psycho- 
social information, tabulations have 
been divided into three principal sec- 
tions : 

|. LIFE HISTORY DATA: char- 
acteristics of experience from early 
childhood to the present. 

2. PSYCHOLOGICAL CHARAC- 
TERISTICS: test results indicat- 
ing functional intelligence, ego 
strength, sexual identification, ete. 

». CHARACTERISTICS OF RE- 
HABILITATIVE PROCESS: 
patient’s goals, participation in 
treatment, attitude toward psycho- 
social service and other factors 
reflecting patient’s adjustment in 
the hospital. 

Results as presented here are of neces- 
sity preliminary, since the Research 
Project is now terminating only the 
second of its projected five year course. 
Furthermore, contacts with patients are 
continuing on an active basis and are 
constantly revealing new information. 

In considering the successful versus 
the unsuccessful rehabilitee, we shall 
consider only that psychosocial data dif- 
ferentially significant and will for brevity 
eliminate extraneous data. The differ- 
ences in Life History and Psychologic 
Data are to be seen in the following 
tables. 

The characteristics of participation in 
the rehabilitative process are shown in 
table form. Because of the wide vari- 
ance of reaction the data are numerically 
more specifically analyzed. Extraneous 
data again are omitted. 
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RHEUMATOID ARTHRITIC PATIENT LOWMAN, ect al 


Life History Data: Successful Unsuccessful 


1. karly Family Back- 
ground 


nd-generation American No second-generation 
more. Americans. 


a) Birthplace: 


by Socio-economic Poor” early socio “Fair” or “good” 
status: economic background 


Religious Moderate religious Strict religious 
training : practices practices, 


Adjustment 
Adjustment 


Adult) Soctal 
Heicrosesual 


late teens In early teens or after 


1) Age began dating In on 
age 20 years. 


b) Nature of marital No present marital conflict Marked marital conflict 
(Either terminated unsatis with inability to resolve 
factory marriage or did not or terminate unsatisfac- 
marry) tory marriage. 


relationship 


outside of usual 


Age at marriage If married, marriage Marriage 
premature or 


at reasonable age age range 
(19-25). delayed 


Work 


Education and 


History : 


a) First employment All began work in teens. Delayed employment for some 
Littl direct pressure to (after age 20) with pressure 
begin work and no pres- against working. Other cases 
sure against working with great pressure to begin 


working. (Only one patient 
had freedom to make decision 
to begin work.) 


b) Aduli ec nomic achieve Maintained a “fair” or “Poor” standard of living 
ment reasonable standard of 
living. 


©) Changes in economic Attained status superior Remained in same status or 
situation from early to early family economic declined, 


childhood : status. No decline. 


Situation Prior to Hlness: 


a) Financial independence : Financially independent Most were financially dependent, 
(no essential difference for five years prior to or partially dependent 
in occupations between onset (except two who 
groups, therefore not a were under working age 
factor) for part or all of five 


years preceding onset) 


b) Living arrangement: Maintaining home independ- Halt failed to establish 
ently or with spouse (2 were independence. 

20 years or younger and 

were in parental home) 


Patient's evaluation of Good physical condition Most considered themselves 
health prior to on- and functioning well ‘poor’ or only “‘fair’’, 
set (covering prev- 
fous 10 15 years) 


Onset and Course of Disease 


a) Duration of illness Variable, with range of More homogeneous. Range 4 
1 to 33 years and med- to 12 with median of S years 
ian of & years. 


») Course of disease Flare-ups followed by Tendency for progressive 
periods of improvement. course of the disease. 


Psychological Data: 


A. Intelligence: Low-average (or better) Borderline verbal intel- 
verbal intelligence ligenee. 


Strength More adequate ego-strength Less adequate ego-strength. 


B. Ego 


©, Controls: 
1) Emotions: Control and/or repression Uncontrolled emotional reactions 


of emotional reaction impulsivity and egocentricity 


Control and or repression Fearful, uncontrolled 
of fantasies. fantasies. 


2) Fantasies: 


}) Depression : Desire and capacity Depressed mood tends to ob- 
for pleasurable ex- secure and displace’ pleasur- 
periences far  out- able experiences. This results 
weighing depressed in a chronic depressed state. 


mood 
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i) Orality: Little evidence of Strong oral needs shown in 
oral concern. concern with food and drink. 
Chronic feelings of failure to 

achieve oral gratification. 


») Body image telatively adequate image Inadequate, distorted bizarre 
of one’s body Includes body image. Frequent lack of 
adequate differentiation of differentiation, missing parts 
all. parts, presence of all of the body, poor line, etc 


extremities, adequate size. 


Progress in Rehabilitation: Successful Unsuccessful 


attitudes toward rehabilitation: 


Patient's 


Goals: 


Non-specific, vague, confused or inconsistent 2 4 


Specifie but not realistic 


Specific and realistic 


No goal 


Predominant attitudes toward illness 


(Including disfigurement) 


Accepts illness by adapting to life within 
limitations but with maximum function and 
without undue conflict 


Accepts illness as chronic invalidism as a 
way of life providing some satisfactions and 
without apparent conflict or need for change: 3 


Resigned little or no hope for improvement, 
but some conflict over adapting chronic in- 
validism as a way of life 1 1 


Non-accepting, markedly depressed and hopeless 
embarrassed by helplessness or disfigurement: l 


Non-accepting 
for miracle; 


denial of reality, waiting 
determined to achieve recovery: 2 


Predominant Attitudes Toward and Use Made of 
Psychosocial Service: 


Resentment toward any interest and/or denial 
of any problems and/or fear of attempts at 
understanding : 1 


No 


interest or passive acceptance: 1 


For control of environment (including 
help with environmental problems) : 1 5 


For emotional 


support 


For development of insight 3 1 


Degree of focus on hypochondriacal complaints 
shown during interviews with psychosocial staff 


Extensive emphasis on complaints: 


Moderate emphasis: 
Limited emphasis: 


Undetermined : 


Degree of responsibility and participation 
patient shows in treatment: 


Little or none: 4 


Limited to fair: 
Moderate to good: 


Excellent : 
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RHEUMATOID ARTHRITIC 


Reaction to dependency : 


of observable conscious conflict : 


Passive acceptance with no 
observable conflict : 


Aggressive 


PATIENI 


and demanding or assertive 
with conscious conflict as indicated by 


LOWMAN, et al 


Aggressive and demanding; no indications 


alternating periods of aggression, denial 


or needs for help, ete. : 


In conclusion, we can tentatively say 
that on the basis of psychosocial data to 
date the most successful chronic rheuma- 
toid arthritic rehabilitee has been a 
second generation American of poor 
early socio-economic status and of mod- 
erate religious practice. He has been 
more capable of handling heterosexual 
conflicts. In situations of marital discord, 
the successful rehabilitee was able to take 
decisive action in terminating the rela- 
tionship. He began work early without 
direct pressure and maintained a good 
work history. Economically, he attained 
a fair or reasonable standard of living 
superior to that of his early family status 
and maintained his home independently 
with his spouse. Financially, he had been 
independent for at least five years prior 
to the onset of his illness. The median 
length of illness and the median age at 
onset of illness were essentially the same 
as of the unsuccessful rehabilitee. Among 
the successful patients there was much 
greater variability both in the duration 
of the illness and the age of onset. The 
successful rehabilitee’s attitude toward 
illness generally was one of acceptance 
of life within limitations but with maxi- 
mum function and without undue con- 
flict. His goals in rehabilitation, in con- 
trast to the vague, confused, unrealistic 
ones of the unsuccessful candidate, were 
usually specific and realistic. His use of 
the psychosocial department in the hos- 


Passive acceptance, but with some ap- 
parent conflict, fears, asking for help 


pital tended to be more for control of 
the environment and for development of 
insight. In contrast to the unsuccessful, 
his degree of focus on hypochondriacal 
complaints was of only moderate or 
minimal degree. While he showed _pas- 
sivity and acceptance, it was with some 
conflict and considerable fear and reluc- 
tance of asking help from others; this 
was a sharp difference from the unsuc- 
cessful, who was aggressive and demand- 
ing in his reaction to dependency. 
Psychologically, the successful rehabilitee 
was of low-average (or better) verbal in- 
telligence with adequate ego strength: 
he showed control and/or repression 
both of his emotional experience and his 
imaginative experience and his desire 
and capacity for pleasurable experiences 
far outweighed his depressive mood. 
There was relatively little oral need or 
concern with this and an adequate im- 
age of his body without distortion or 
bizarre interpretation. The unsuccessful 
candidate showed the opposite of these 
psychosocial features to such an extent 
that we now feel the foregoing distinc- 
tions to be possible criteria for prognos- 
ticating which chronic arthritis may be 
good risks for acceptance into rehabili- 
tation programs. These are the factors 
which are suggestive indices for measur- 
ing motivation of a chronic rheumatoid 
patient. 
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Prescription for Mobilization in 


Paralytic Conditions 


Duane A. Schram. M.D. 


Seastle 


Mobilization has reference to the 
means of attaining or maintaining nor- 
mal body alignment: it is undoubtedly 
the most important treatment measure 
utilized in the care of the neuro-mus- 
cular residual case. Muscle re-educa- 
tion, strengthening exercises, and func- 
tional training have their relative im- 
portance as basic treatment measures, 
but in the majority of cases, these 
modalities are secondary to the concomi- 
tant mobilization procedures prescribed 
in an over-all program. 

If the body segments are not in align- 
ment the patient will be unable to utilize 
fully his available muscle strength and 
will be unable to reach maximum func- 
tion. Also, malalignment would encour- 
age future degenerative changes and 
certainly is undesirable cosmetically. 

The existence of deformitv is not 
always apparent, and in many cases con- 
tractures or tightness are not recognized. 
There are occasions when a patient may 
be found on observation to be out of 
alignment. An example is a_ standing 
patient who has an increased lordotic 
curve due to tight hip flexors and low 
back which forces him to throw his 
shoulders backward to keep his balance. 
Also, these same tight hip flexors may 
go unrecognized because of faulty tech- 
nic in examination. If the low back is 
not kept fully flexed in examining the 
anterior hips, errors may be made. In 
testing contracted iliotibial bands, not 
only should the low back be flexed but 
also the anterior superior spines should 
be held at a true right angle to the body 
axis if abnormal tightness or contrac- 
tures are to be recognized (fig. | 

When a contracture is apparent it is 
important to estimate the degree of im- 
mobility so that adequate mobilization 
procedures may be prescribed. A reason- 
ably accurate estimate of the degree of 
tightness may be gained only through 
experience, and even the experienced 
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examiner in many cases may find it 
necessary to give conservative measures 
a trial before more radical procedures 
are considered. In estimating tightness, 


Fig. | — Conventional position for testing 
hip tightness is illustrated. The left leg is ex- 
tended more than usual to show alignment of 
anterior superior spines. The back is also 
slightly extended when pressure was exerted 
on the tightness in the anterior and lateral 
right hip. A hard table surface is absolutely 
necessary in carrying out the examination. 


it is essential to consider the age of the 
patient and the age of the contracture. 
The older individual has a tendency to 
develop tough fibrous tissue more readily 
than the child: also, the longer the con- 
tracture has existed the more fibrous it 
may be. In examining the patient, it is 
necessary that the tightness be tested, 
not only by passive stretching, but also 
by palpating the area. After recognizing 
the degree of tightness, it is equally im- 
portant to estimate the normal range of 
motion so that the additional mobility 
desired can be determined. With = the 
area located and the degree of limita- 
tion known, the question arises as to the 
choice of procedure. The severity of 
procedure prescribed will vary directly 
with the degree of immobility. Mobili- 


tead at the Thirty-first Annual Session of the 
American Congress of Physieal Medicine and Reha- 
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Fig. 2A — Conventional Klenzak ankle hinge 
which has an adjustable spring to adjust ap- 
propriately the mobilizing tension necessary 
for mild to moderate contractures of the heel 
cord. In moderate to severe contractures, it 
may be necessary to consider using the heavy 
dorsi-flexion springs with a metal foot plate. 
zation procedures vary from mild manual 


stretching to major surgery. 
Manual Mobilization 


Undoubtedly the most common type 
of mobilization procedure utilized 
active assistive manual stretching. In 
manual stretching, it is essential that the 
patient helps actively in the maneuver, 
if possible, to make sure that the area 
mobilized is relaxed reflexly when the 
exercise is performed. ‘The more actively 
this manual type of exercise can be 
given, the greater is the assurance of 
satisfactory results. 


Mobilization With Apparatus 


When tightness or contractures are 
moderate (or more) in degree, it may 
be necessary to use apparatus. Manual 
stretching has its place as a basic mobili- 
zation procedure but it is limited mostly 
to mild cases. It is more effective to 
exert a constant mild tension over a rela- 
tively long period of time than a moder- 
ate manual stretching force for a few 
moments in a twenty-four hour period. 
With apparatus, the mobilizing force 
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utilized is spring tension or gravity; and 


of spring tension in mobilization is the 
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this force is continued for as long a time 


as indicated in each case. The time de- 


pends upon the degree of immobility and 
tolerance of the soft tissues. An example 


Fig. 2B — Heavy dorsi-flexion springs with a 
metal foot plate. The heel must be well down 
in the shoe with the foot held in slight varus 
if possible. A wide shoe strap over dorsum of 
the foot may be needed in some cases. 


Fig. 2C — Conventional long leg brace to 
which an extension is added to the upright 
above so leverage can be exerted toward ex- 
tension with spring tension. The knee pad is 
lined with heavy sponge rubber for protection 
over the fulcrum of a three point lever system, 
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use of a Klenzak hinge or dorsi-flexion 
springs at the ankle on a long leg brace 
to mobilize a heel cord (fig. 2a and 2b). 
For contractures of the knee flexors, a 
long leg brace with an extended arm for 
traction is recommended (fig. 2c). 


An example of utilizing gravity is the 
application of long leg braces with cross 
bar and corset to stretch out the anterior 
and lateral hips. A cross bar between the 
braces splints one leg to the other result- 
ing in limited lateral and longitudinal 
movement. The corset prevents the pel- 
vis from rotating. By adjusting a Brad- 
ford frame to the desired angle a con- 
stant mild pressure can be exerted in the 


anterior and lateral areas of the hips. 
(fig. 3 and 4 


Fig. 3 — Patient shown on a Bradford frame with equipment. It is necessary that the 
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Surgery 


In cases in which there are severe con- 
tractures it may be necessary to call upon 
the surgeon for assistance. In surgery, 
the most offending structures are sec- 
tioned; this is followed by conservative 
mobilizatior.. To continue with the 
ample of tight hip flexors and iliotibial 
bands, we find the most offending struc- 
tures are the superficial tendons and 
fascia and in many cases the deep fascial 
structures in the anterior hips. For 
release of lateral tightness, a “Yount” 
type of fasciotomy with section of the 
iliotibial band along with the inter-mus- 
cular septum immediately above the 
knee will release the tightest structures. 
Surgery is then followed by conservative 


corset be molded perfectly to prevent the pelvis from rotating. The points of pressure 
are the mid back and sacrum posteriorly and the anterior superior spines in front. 
The angle of the frame is determined by the degree of tightness. Only mild to mod- 


erate pressure should be exerted. 


Fig. 4 — Corset designed for three point presure to prevent the pelvis from rotating 
is illustrated. Corset is fitted and applied with the hips in a flexed position. 
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traction using long leg braces and corset 
to mobilize all the remaining soft tissues 


that have accommodated to the con- 
tracted position. There are occasions 
when a minor surgical procedure will 
suffice. In many cases a moderately tight 
iliotibial band can be sectioned under 
local anesthesia, and this procedure is 
again followed by traction using appa- 
ratus. This latter procedure may signi- 
ficantly decrease hospitalization time. 


Discussion 


It should be emphasized that when 
apparatus is used with or without surgery 
it is necessary that personnel be trained 
to carry out the procedures accurately. 
If there should be inadequate control 
or frequent change of personnel this 
technic will be found impractical. If 
trained personnel are not available, other 
measures will of necessity be used. Plas- 
ter is utilized in most centers where re- 
constructive work is done. By using 
plaster casts and wedging, with or with- 
out surgery, it has been found that 
although the patient is immobilized he 
is held in a position of choice and the 
surgeon is certain the patient will remain 
in this position until a change of cast is 
made. In other words, the surgeon is 
forced to immobilize to be sure his pro- 
cedures will be carried out accurately. 
If stable personnel who can be trained 
to work with apparatus is available, this 
more pliable technic would be preferred 
because the patient can then carry on 
with other treatment measures at the 
same time he is on a mobilization pro- 
gram. He can retain not only his 
strength but actually increases it along 
with his function: also, general mobiliza- 
tion procedures can be supplemented 
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that will assist his elimination, circula- 
tion and certainly his morale. 

With the procedure or combination of 
procedures prescribed and accurately 
carried out, it is essential that the mobili- 
zation be complted within a reasonable 
length of time and that an optimum 
amount of tightness be retained. _In 
severely weak extremities it is especially 
important to leave sufficient tightness for 
stability. A patient may be as severely 
handicapped by being hypermobile in 
and about a joint as he is by being too 
tight. With optimum tightness and ade- 
quate alignment, it is found that a pa- 
tient will be more efficient in utilizing 
the available musculature and in_ this 
way will increase his functional capacity. 
With corrrect alignment a patient’s ap- 
pearance is also improved and there is 
likelihood of degenerative joint 
changes in future years. 
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Summary 


Since correct alignment is necessary 
to achieve maximum function, mobiliza- 
tion is undoubtedly of prime importance 
in an over-all treatment program for the 
neuromuscular residual case. 

Before adequate mobilization proce- 
dures can be prescribed, it is essential 
that a thorough examination be made 
and pertinent information regarding the 
condition be considered. 

The more versatile mobilization 
method of using apparatus, with or 
without surgery, is not practical if the 
associate personnel cannot trained 
and retained. 

In attaining the desired range of joint 
mobility, it is important to leave an 
optimum amount of tightness for sta- 
bility in severely weak extremities. 
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The Role of the Physiatrist in a 


Convalescent Hospital 


Edward J. Lorenze, III, M.D. 


White 


The purpose of a convalescent hospi- 
tal is to provide in-patient care for cases 
which do not require the extensive facili- 
ties of a general hospital, thus making 
available as many general hospital beds 
as possible for cases actually requiring 
facilities. The 
pital carries out its purpose of keeping 


such convalescent hos- 
general hospital beds available in two 
ways: first, by early transfer of patients 
from general hospitals; and second, by 
patients from 
In the latter instance, the pa- 


admission of directly 
home. 
tients might otherwise be unnecessarily 
admitted to the general hospital, or 
might deteriorate to the point where 
such admission becomes essential. Both 
in this situation, and by contributing 
to maximum recovery, the convalescent 
hospital plays a preventive role in limit- 
ing recurrences and readmissions. 

The 


always in direct proportion to the de- 


need for convalescent beds js 
mand for general hospital admission. 
As this demand for general hospital 
beds for acute cases is greater than the 
supply, it is essential that early discharge 
from the hospital be the Since 
many of these cases still require in- 


rule. 


patient care, and are unable to return 
directly home, the convalescent hospital 
fills this gap in the continuity of medi- 
cal care. It is presumed that the physi- 
cal condition of the transferred patient 
will improve to permit his return home, 
but at times it is difficult to prognosti- 
cate accurately, and subsequent arrange- 
ments for relatively permanent place- 
ment must be made. Wherever possible, 
however, if circumstances permit, (both 
in terms of time and or adequate evalu- 
ation). the discharge plan of the general 
hospital should aim at referral of the 
patient directly to the most appropriate 
type of facility. The possibilities range 
from the rest home for cases requiring 
little or no care, 


medical or nursing 


Plains, N 


through nursing homes, homes for the 
aged, and boarding homes, to chronic 
disease hospitals. The convalescent hos- 
pital provides an opportunity for accur- 
ate determination as to whether long 
institutionalization 
will be necessary in those cases which 
are not clearly defined. 

All of the aforementioned facilities 
serve a role in relieving general hospital 
beds by providing for various needs. The 
following are the essential elements of 
a convalescent hospital: 1) it provides 
in-patient medical and nursing care; 
2) the basic consideration for admission 
is the possibility of improvement; 3) the 
length of stay is temporary, and depen- 
dent upon continued improvement: 4) 
custodial care is not  pro- 
social factors alone are 


term or permanent 


permanent 
vided and 5) 
not cause for admission. 

To function most effectively, provi- 
sion must be made to take patients 
early, and in many instances, while indi- 
viduals are still bed patients. This, of 
course, demands nursing care, including 
an increasing proportion of bedside care, 
diets, and routine 
facilities, as well as close medical super- 


special laboratory 


vision. In the past, because of inade- 
quate medical supervision and _ services, 
sick patients could not be admitted or 
cared for, and the result was that the 
cases were almost in a normal state of 
health. Social factors, rather than 
purely medical needs were often the 
predominant causes for admission. It 
should not be the aim to turn the con- 
valescent facility into a general hospital, 
as this defeats its purpose, but much in 
the way of medical and nursing care 
Extensive and 
therapeutic equipment is, of course, not 


is needed. diagnostic 


Read at the Thirty-first Annual Session of the 
American Congress of Physical Medicine and Reha 
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to be duplicated. In this category, one 
would include operating rooms, exten- 
sive X-ray equipment, pathology and 
anesthesia departments, all of which 
contribute to the over-head and expense 
of every general hospital bed. With this 
overhead removed, however, the con- 
valescent facility is able to care for sick 
patients and bed cases at considerably 
less cost. By the same token, the con- 
valescent facility is unable to provide 
diagnostic services of an extensive na- 
ture, and is dependent for this upon 
the referring hospital or physician. 
There must also be provision for the 
rapid transfer to general hospitals of 
patients whose needs exceed the facili- 
ties available. While progress has been 
made toward early admission of patients, 
it continues slowly, because of the lack 
of interest on the part of physicians who 
see little need for their professional abili- 
ties in this sphere of activity. A vicious 
cycle is thus created. The physician lacks 
interest because the patients are not 
sick. The Board of Directors will not 
approve the policy of admitting sick 
cases because of lack of medical and 
nursing personnel, and because of the 
consequent increase in expenses. Indi- 
vidual patients who can afford fees 
which would cover the expense do not 
choose to come, because by the time 
they are able to meet the physical re- 
quirements, they are able to stay in 
their own home, or take a vacation. 
Agencies providing for those unable to 
pay their own way will not pay more 
for what they consider rest homes, yet 
at the same time, point out the need 
for extending services. This cycle can 
be broken only when physicians take 
the initiative in developing the neces- 
sary services. The physician must be 
not only the dispenser of medication; 
he must also provide the stimulus and 
guidance for this development. When 
services are provided to meet the com- 
munity needs, the community will find 
the means to finance it, both individu- 
ally and collectively. It is only by the 
physician’s efforts in showing the way 
that convalescent facilities can play their 
full role in medical care. 
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The possibility of improvement is a 
fundamental consideration for admission 
to a convalescent facility, and rightly 
so. Interpretation of what is to be con- 
sidered improvement is, however, neces- 
sary. Improvement should be relative, 
and may only be to the extent that the 
patient coming from a hospital may be 
improved to the point that he can go 
to a boarding home rather than a nurs- 
ing home, or can be brought to a level 
suitable for admission to a home for the 
aged. Improvement should be consid- 
ered in terms of the individual’s best 
potential function, or adjustment to his 
condition. Great latitude must be 
allowed in evaluating an_ individual’s 
chances of improvement in these terms. 
The length of stay should also be open 
to variation, and not arbitrarily limited 
to several weeks, as is often the case. 
There should be no limitation as long 
as the patient is improving under the 
therapeutic regimen. When, however, a 
plateau is reached, the discharge plan 
developed during the patient’s stay 
should be set in operation. Permanent 
custodial care should not be undertaken, 
since the convalescent hospital must 
have a free flow of patients in order 
always to have beds available for gen- 
eral hospital needs. The opportunity 
for improvement depends on the type 
of cases admitted, the problems they 
present, and especially the facilities 
available to solve or ameliorate the 
problems. 

The types of cases admitted today in 
a general convalescent hospital differ 
somewhat from those seen prior to the 
use of chemotherapeutic and antibiotic 
agents. Acute infectious diseases do not 
leave patients in the rundown condition 
seen in former days. Likewise, uncom- 
plicated surgical problems do not usu- 
ally require prolonged periods to regain 
their strength. Unless this group comes 
early in their course, they often do not 
need the services of a convalescent hos- 
pital, and can be cared for in their own 
homes, or in rest homes. As in other 
branches of medicine, our cases primar- 
ily fall into the chronic disease category, 
with increasing numbers in the older 
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age group, and into what might be con- 
sidered a psychosocial vocational cate- 
gory. In this latter group are individuals 
whose physical disease or symptoms are 
caused, aggravated or complicated by 
emotional disturbances with accompany- 
ing sociological and vocational prob- 
lems. In those convalescing from acute 
conditions or exacerbation of chronic 
disease, the psychosocial vocational 
problems may be of greater importance 
than the organic disease in many in- 
stances. 


Finally. we are faced with those cases 
with orthopedic and neurological con- 
ditions who are unable to ambulate and 
care for themselves, and who are very 
frequently rejected for admission. Such 
cases require the attention of conven- 
tional physical medicine and rehabilita- 


tion services. 

These, then, are the types of cases 
and problems which confront the con- 
valescent facility. It is obvious that in 
order to cope with them, rest, fresh air 
and nutritious food are insufficient to 
attain) maximum improvement. ‘The 
best in medical and nursing care is re- 
quired; secondly, extensive psychosocial 
and vocational services must be devel- 
oped, and by that is meant professional 
guidance and counseling. as well as pro- 
grams for actual pre-vocational testing. 
and the development of work-tolerance : 
for the last group, a complete program 
of treatment including physical medi- 
cine, the rehabilitation technics of re- 
training in the activities of daily living. 
and speech therapy is required. 

The primary obstacle to the develop- 
ment of this type of program has been 
the tendency to consider convalescent 
care as something different from reha- 
bilitation. In the numerous descriptions 
of ideal programs, the same factors have 
been pointed out as essential in both 
instances. Despite this, new rehabilita- 
tion services and centers have been 
established, actually providing the serv- 
ices only talked about in the older 
convalescent institutions. Our present 
rehabilitation programs have developed 
because of a dynamic philosophy, which 
has aroused the interest of physicians. 


If convalescent programs are to develop 
to the point of maximum effectiveness, 
the advances will be a result of the 
interest and efforts of physicians, who 
look upon it not as just a period of time 
between illness and health wherein the 
natural restorative powers of the body 
take over, but rather at a time when 
the patient is beginning to realize the 
consequences of illness, and may require 
an infinite amount of specialized care. 
This will occur when the physician 
recognizes that the dynamic philosophy 
and principles of rehabilitation in the 
broad sense are the essential ingredients 
of convalescent care. Until we accept 
the fact that convalescent care has the 
same objectives as rehabilitation, as de- 
fined by the Baruch Committee on 
Physical Medicine and Rehabilitation, 
and that rehabilitation is the process 
that occurs during the convalescent 
period, little progress will be made. We 
must recognize that ideal convalescent 
care is. in fact, rehabilitation. 


Physiatrists as a group might logically 
be expected to develop an interest in 
the convalescent field and see the possi- 
bilities of the application of the reha- 
hilitation concept. They are experienced 
in the administrative aspects of medical 
care, and in the coordinated group, or 
team approach to medical problems. 
They have adopted as a principle in 
their specialty practice that the psychol- 
ogical, social and vocational aspects of 
a case are integral parts of the indi- 
vidual’s medical problem, and accept 
as their responsibility the solution of this 
problem for the particular patient. The 
physiatrist has an understanding of 
chronic disease, and appreciates the 
importance of ameliorating a condition, 
if a complete cure is not available. The 
goal of maximum adjustment and func- 
tion within the limitations of a disability 
is not something for lip service, or an 
impractical, idealistic catch phrase; it 
is the fundamental working hypothesis 
of every physiatrist. In fact, the con- 
cept of rehabilitation, as defined by the 
Baruch Committee, because of the efforts 
and examples of physiatrists, is being 
accepted definitely by the medical pro- 
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tession as one of the basic tenets of the 
philosophy underlying the practice of 
medicine. In this light, it is taking its 
place with prevention, diagnosis and 
specific treatment, as the “fourth phase 
of medicine.” 

The physiatrist has, in this situation, 
an opportunity and a responsibility, for 
he is among those who can most readily 
see that the broad rehabilitation prin- 
ciples, which we have applied to ortho- 
pedic and neurological cases, are equally 
applicable to all medical and surgical 
cases during the convalescent period. 
In these other types of cases, of course, 
the role of physical therapy may play 
little or no part, but general recondi- 
tioning exercises, work tolerance pro- 
grams, and progressive physical activity 
are not far afield. Likewise, our con- 
cept of training in the activities of daily 
living need not be limited to the prob- 
lems of the extremities, but can be 
extended to colostomy care, the training 
of diabetics in urinalysis, skin care, insu- 
lin dosage and dietetics, and the train- 
ing of cardiac and pulmonary cases to 
live as efficiently as possible within their 
functional capacities. 


Summary 


An analysis of the function of an 
adult general convalescent hospital, as 
well as some of the methods by which 
this function can be performed, has been 
presented as a result of our experience 
at the Burke Foundation. Physiatrists 
can contribute to the development of 
convalescent facilities in three ways: 
1) By improving and expanding the use 
of physical medicine for general con- 
valescent patients; 2) by developing 


complete rehabilitation programs for 


severely disabled cases of an orthopedic 
or neurological nature, and 3) by taking 
an active role in convalescent facilities, 
and advocating the application of the 
broad principles of rehabilitation as the 
underlying philosophy of convalescent 
care for all types of cases. 


Discussion 


Dr. Nila Kirkpatrick Covalt (Muncie, 
Ind.) : Dr. Lorenze has placed negative 
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emphasis upon the numerous problems 
under consideration. Instead of leaving 
this important subject on the debit side, 
I must discuss it by pointing up some 
of the positive and dynamic aspects. I 
believe his first statement should be 
amended to read: “The purpose cf a 
convalescent hospital is to serve as a 
rehabilitation center, auxiliary to a gen- 
eral hospital, providing in-patient care 
for cases which do not require the ex- 
tensive facilities of a general hospital 
... but in the meantime shortening the 
period of convalescence by the use of 
such rehabilitation technics as are indi- 
cated.” 

The need for early rehabilitation, 
particularly the prevention of physical 
helplessness and the retraining in Activi- 
ties of Daily Living should be kept in 
mind for every patient who enters any 
general hospital. Training in these ac- 
tivities should be started immediately 
when any patient has need of them, and 
then continued into the convalescent 
hospital program. There should be no 
lag-time in this form of medical treat- 
ment. 

Technics in Activities of Daily Living 
are not skills that require long practice 
or education on the part of the instruc- 
tors. They require a little “know-how” 
of minor technics, but mainly they re- 
quire common sense and the philosophy 
and concept of the purpose and goals 
of rehabilitation. These procedures can 
be initiated in any general hospital and 
every convalescent home without a full 
time physiatrist or a staff of physical 
and occupational therapists. The results 
will be effective enough to emphasize 
the fact that even better results could 
be obtained with a specialist staff, and 
that a full-time staff would be more 
effective than a part time or consulta- 
tive one. 

A dynamic constructive program can 
be started in this manner: 

1. Secure the service of a doctor with 
the concept and philosophy of reha- 
bilitation to serve as the spark plug, 
salesman and coordinator of the pro- 

gram. If that physician is not the 
medical director or hospital admin- 
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istrator himself, then he must first Clinic meeting once or twice month- 
sell that director; ly to develop a total program for ; 
2. Provide consulting physiatrist to in- each patient. This board should in- 
doctrinate the entire staff by means clude those in the hospital directly 
. of one or two lecture discussions and concerred with the patient, the con- 
demonstrations (This individual sulting physiatrist and therapists, as 
should serve as a regular consultant well as the social workers and voca- 
whenever possible ) ; tional counselors particularly con- 
3. Procure the (temporary) services of cerned with the patients under dis- 
a physical therapist to instruct the cussion ; 
entire staff in Activities of Daily 7. Provide for the employment of a full- 
Living and in crutch fitting and time program director, preferably 
crutch walking. Three to six one- one trained in recreation who will 
hour lecture periods will suffice. In plan a program with at least 80% 
‘ my opinion, this should be manda- of active patient participation 
tory training for every nurse, aide, (Keeping patients active and inter- 
| orderly and attendant in every hos- ested when not undergoing actual 
pital ; medical treatment is known to speed 
; 4. Issue standing orders that all patients recovery), and 
will receive the individually required 8. Ask volunteers, preferably hospital 
cE training in self care or walking by board members, or their friends to 
: everyone who serves the patient: this assist in every possible way so that 
4 should include private patients if they too will become interested mem- 
q their individual physicians will per- bers of the rehabilitation team. 
mit; 
5. Arrange to transport patients to The numerous problems that Dr. 


PM&R Clinics as out-patients when Lorenze has mentioned are there to be 
more definitive treatment is needed solved. However, with a dynamic action 
(This is in preference to calling in program, some will solve themselves; 
therapists for individual treatments others will have to be solved from neces- 
in the convalescent hospital) ; sity. The necessity becomes apparent 
6. Provide for the establishment of a when there is action, no matter how 
Rehabilitation 


Board or Evaluation smal] in amount. 


ANNUAL ESSAY AWARD... 


Papers submitted for this award have been reviewed 


and it is the decision of the Committee that no award 
be made for 1954. 


Committee on Prize Lecture 


William D. Paul, Chairman 
O. Leonard Huddleston 
Frederic T. Jung 
Walter S. McClellan 
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OF MERIT 


FOR THE YEAR 1954 


George Morris Piersol 


The Committee on Gold Key Award 
announced for its Chairman, Dr. 


Howard A. Rusk, the 


following re- 


cipient: 
GEORGE 
M.D., Philadelphia, Physician, Educa- 


MORRIS PIERSOL. 


tor and Humanitarian: Dean of the 
University of Pennsylvania Graduate 
School of Medicine: Who has earned 
the respect of his associates by his wis- 
dom, counsel, good-will and fellowship: 
has served the cause of medical educa- 
tion long and with distinction; has fos- 
tered the advancement of Physical 
Medicine and Rehabilitation through 
the development of training areas for 
students and physicians; has contributed 
extensively to medical literature; who, 
by his tireless efforts and many accom- 
plishments has notably advanced the 
Science and the Art of Physical Medi- 
cine and Rehabilitation. 


Awards to Scientific Exhibitors 


The Committee on Awards for Scien- 
tific Exhibits presented through its 
Chairman, Dr. Donald A. Covalt, the 
following: 

Gold Medal to Odon F. von 
Werssowetz, M.D.: Rose Elliott, O.T.R.; 
Betty Schlosser Riess, A.R.P.T., and R. 
N. Witt, for the exhibit “Assistive Sup- 
ports in Rehabilitation of Paralytic 
Hand.” 

Silver Medal to Louis N. Rudin, 
M.D., and Daniel J. Cronin, for the 
exhibit “Mechanical Substitutes for Par- 
alyzed Muscles.” 

Bronze Medal to Delilah Riemer, 
M.1D.; James N. Burrows; Raymond E. 
Nilson; Charles M. Kinnard; Dorothy 
B. Dickens; Raymond W. Slater, and 
©. W. Feri, for the exhibit “The Re- 
habilitation of the Psychiatric Patient.” 
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Introducing ..... 


Congress Officers for 1954-55 


President Secretary 
William D. Paul Frances Baker 
lowa City San Mateo, Calif. 


Treasurer Executive Director 
Frank H. Krusen Walter J. Zeiter 
Rochester, Minn. Cleveland 
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MEDICAL NEWS 


the date of meeting. 


AMERICAN CONGRESS OF PHYSICAL 
MEDICINE AND REHABILITATION 
OFFICERS 1955 


William D. Paul, Iowa City, Iowa, Presi- 
dent. 

Howard A. Rusk, New York City, Presi- 
dent-Elect. 

Gordon M. Martin, Rochester, Minn., 
First Vice-President. 

A. B. C. Knudson, Washington, D. C., 
Second Vice-President. 

Donald L. Rose, Kansas Cit,, Kans., Third 
Vice-President. 

Arthur C. Jones, Portland. ©ve., Fourth 
Vice-President. 

Frederic J. Kottke, Minneapolis. Fifth 
Vice-President. 

Frances Baker, San Mateo, Calif., Secre- 
tarv. 

Frank H. Krusen, Rochester, Minn., 
Treasurer. 

Walter J. Zeiter, Cleveland, Ohio, Execu- 
tive Director. 

Dorothea C. Augustin, Chicago, Executive 
Secretary. 

Earl C. Elkins, Rochester, Minn.. was 
elected to succeed himself to serve a term 
of six years on the Editorial Board of the 
ARCHIVES OF PHYSICAL MEDICINE 
AND REHABILITATION. 

Walter M. Solomon, Cleveland, Ohio. was 
re-elected Chairman of the Editorial Board 
for a period of one year. 

O. Leonard Huddleston and A. B. C. 
Knudson were re-clected to succeed them- 
selves on the American Board of Physical 
Medicine and Rehabilitation as representa- 
tives of the American Congress of Physical 
Medicine and Rehabilitation. 

Charles 8S. Wise, Washington, D. C., was 
re-elected to succeed himself on the Finance 
Committee. 

Wm. Benham Snow, New York City. was 
elected to serve a term of seven years on 
the Board of the American Registry of Physi- 
cal Therapists, beginning January 1, 1955. 
Earl C. Elkins, Rochester, Minn., was re- 


Members are invited to send to this office items of 
news of general interest, for example, those relating 
to society activities, new hospitals, education, etc. 
Programs should be received at least six weeks before 
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elected Chairman; Robert L. Bennett, Warm 
Springs, Ga., was re-elected Vice-Chairman 
of the Registry Board. 

Robert L. Bennett was re-elected Chair- 
man of The American Board of Physical 
Medicine and Rehabilitation; William H. 
Schmidt, Philadelphia, was re-elected Vice- 
Chairman, and Earl C. Elkins was re-elected 
Secretary-Treasurer. 


NEW CONGRESS MEMBERS 


The following were elected to membership 
in the American Congress of Physical Medi- 
cine and Rehabilitation at the recent meet- 
ing in Washington, D. C.: 

Axling, J. Lynn, 1851 Larch St., Long- 
view, Wash. 

Bendler, Eleanor M., 3600 Spruce St., 
Philadelphia 6. 

Brown, Joseph E., 10515 Carnegie Ave., 
Cleveland 6. 

Bulmer, James W., Box 82. Woodstock, Vt. 

Cooper. Albert Lewis, 742 Medical-Dental 
Bldg., Seattle 1. 

Crow. Richard D.. 803 Jordan St., Shreve- 
port, La. 

Cruce, William V.. Brooke Army Hospital, 
Ft. Sam Houston, Texas. 

Dean, C. Robert, 8811 Hamilton Ave., 
Detroit 2. 

Dixon, George G., VA Hospital, Knox- 
ville, Towa. 

Doyle. Bernard J.. VA Hospital, 150 S. 
Huntington Ave., Boston 30. 

Dunbar, William, 251 W. Johnson St., 
Philadelphia 44. 

Fleming, Arthur William, 10400 S. West- 
ern Ave., Chicago 43. 

Goldberg, Jacob, Hospital, Castle 
Point, N.Y. 

Green. Robert Lee. Jr... VA Medical 
Teaching Group Hospital, Memphis, Tenn. 

Guth, Paul Henry. Fels Research Institute, 
Temple University School of Medicine, Phil- 
adelphia. 

Hess. Emily Rogers, 141 Mayo Ave., Ft. 
‘Thomas, Ky. 


‘ 
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Jensen, Jacob R., 1514 E. Cold Spring 
Lane, Baltimore 18. 
Kaplan, Lawrence I., 505 Westbury Ave 


Carle Place, L.I., N.Y. 
Koepke, George H.. 2740 W. Central Ave 
Toledo 6, Ohio. 


Ladwig, Harold <A., 7823 Pierce St., 
Omaha, Nebr. 

Lenthall, Theresa U., 3495 Bailey Ave., 
Buffalo 15, N.Y. 

Lessard, Jean M., Hotel-Dieu Hospital, 


Montreal 18, Que., Canada 

Mims, Harry W., Georgia Warm Springs 
Fdn., Warm Springs. Ga. 

Neu, Harold N., 506 N. 
Omaha, Nebr. 

Nixon, Samuel P., 1211 Country Club Rd.., 
St. Petersburg 2, Fla. 


Elmwood Rd., 


Orris, John A., 500 Somerset Ave., Wind- 
ber, Pa. 
Peszczynski, Mieczyslaw, 2961 S. More- 


land Blvd., Cleveland 20. 

Porterfield, Jack B., Chief, Physical Medi- 
cine Rehabilitation VA_ Hospital, 
Kecoughtan, Va. 

Reynolds, Frank W., The Saratoga Spa, 
Saratoga Springs, N.Y. 

Richardson, A. T., The Royal Free Hos- 
pital, Gray's Inn Rd., London, W. C. 1, 
England. 

Riemer, Delilah, 
Centre, Mass. 

Rogoff, Joseph B., 
York 11. 

Ryan, William. 2910 Blodgett. 
Texas. 

Saez, Jose, 
York 23. 

Scanlan, Thomas J.,. VA Hospital, East 
Orange, N.J. 


Service, 


164 Ward St., Newton 


136 W. 16th St... New 


Houston 


50 Central Park West. New 


Schaefer, William Carl, 1424 12th Ave 
N. E., Rochester. Minn. 
Stimson, Cyrus W., Dept. of Physical 


Medicine, USA Hospital, Ft. Campbell, Ky. 

Tramer, Alvyn W., 10515 Carnegie Ave.. 
Cleveland 6. 

Varnerin, Emma M., Veterans Hospital, 
Wood, Wis. 

Ward, James P.. 
Tucson, Ariz. 


1243 N. Nema Ave.. 


NEW SOCIETY MEMBERS 


The following were elected to membership 
in the American Society of Physical Medi- 
cine and Rehabilitation at the meeting in 
Washington, D. C., September 7, 1954: 

Bonner, Francis J., 125 Argyle Rd.. Ard- 
more, Pa. 

Britt, Louis P., Chief. Physical Medicine 


and Rehabilitation, Campbell Clinic, 869 
Madison Ave., Memphis, Tenn. 

DeForest, Ralph E., 211 Ninth St., Wil- 
mette, II. 

Dobrin, Leo, 99-05 63rd Dr.. Flushing 74. 
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Donio, Dominic A., 
Allentown, Pa. 

Dorinson, S. Malvern, 442 Post St., San 
Francisco 2. 

Furey, Charles A., 
Philadelphia 3. 

Gillette, Harriet E., 73 E. 11th St. N. E., 
Atlanta, Ga. 

Grynbaum, Bruce B., 740 West End Ave., 
New York 25. 

Gullickson, Glenn, Jr., 1730 Irving Ave. 
S.. Minneapolis 5. 

Heath, Sherburne W., Jr., 1610 104th Ave. 
S. E., Bellevue, Wash. 

Hirschberg, Gerald G., Medico - Dental 
Bldg., 2940 Channing Way, Berkeley 4, 
Calif. 

Koczur, Joseph, 10041 S. St. Louis Ave.., 
Evergreen Park, Il. 

Leavitt, Lewis A., 
Houston, Texas. 

Marjey, Elemer J., 5251 Netherland Ave., 
New York. 

Moldaver, Joseph, The Neurological Insti- 
tute. 700 W. 168th St., New York 32. 


528 Washington 


2201 


St. James St., 


3014 Shenandoah, 


Moyer, Dwight L., 1166 Wyoming Ave., 
Forty Fort, Pa. 
Nelson, Paul A., Cleveland Clinic, 2020 


E. 93rd St., Cleveland. 

Park, Herbert W., Department of Physi- 
cal Medicine, Medical College of Virginia, 
1200 E. Broad St., Box 846, Richmond 19, 
Va. 

Rae, James W., Jr., University Hospital, 
Ann Arbor, Mich. 

Samberg, Harry H., Chief, Physical Medi- 
cine Rehabilitation Service, VA Center, Des 
Moines, Iowa. 

Schram, Duane A., 
Seattle 8. 

Stillwell, George K., 1518 9th Ave., N. E., 
Rochester, Minn. 

Sverdlik, Samuel S., 77 Margaret Ave., 
Lawrence, L.I., N.Y. 

lepperberg, Irving, 
Ave., Bronx 62, N.Y. 

Walsh, Thomas E., 726 W. Onondaga St., 
Syracuse 4, N.Y. 


PERSONALS 


Edith Lind Kristeller, New York City, has 
been appointed the Assistant Medical Direc- 
tor of the Geriatric Rehabilitation Service 
at Goldwater Memorial Hospital. — Howard 
F. Polley, Rochester, Minn., attended the 
meeting of the Society for Clinical Investi- 
gation in Atlantic City. A polio clinic 
was conducted for area physicians at the 
Mankato Rehabilitation Center by Earl C. 
Elkins, Rochester, Minn. — Michael Dacso, 
New York City, has been promoted to Asso- 
Professor of Clinical Physical Medi- 
cine and Rehabilitation, New York Univer- 
sity - Bellevue Medical Center. Dr. Dacsu 
spent four days visiting Idaho institutions, 


4435 Beacon Ave., 


1610 Metropolitan 
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at the request of the state medical care in- 
terim study committee. — A paper entitled 
“Neurology of Osteoarthritis of the Cervical 
Column” was presented by Eugene Neuwirth, 
Great Neck, N.Y., at the annual meeting of 
the American Rheumatism Association held 
in San Francisco. — David Rubin, Ft. Sam 
Houston, Texas, discussed and demonstrated 
neuromuscular facilitation technics at the 
VA Hospital, Houston, before members of 
the Physical Medicine Service Professional 
Staff; Dr. Rubin also discussed the “Role of 
the Physiatrist in the Rehabilitation of the 
Upper Extremity Amputee” as part of a 
symposium before members of the Texas 
Chapter of the American Physical Therapy 
Association held in San Antonio. — The 
annual Louis Gross Memorial Lecture of the 
Montreal Clinical Society will be delivered 
by Arthur S. Abramson, White Plains, N.Y. 

- George D. Wilson, Asheville, N.C., spoke 
at the VA Hospital, Salisbury, N. C., on the 
topic “Evaluation to Date of High Proteins 
with Vitamins in Progressive Muscular Dys- 
trophy.” Dr. Wilson also addressed the 
Southeastern Chapter of the American Asso- 
ciation of Rehabilitation Therapists on “Use 
of Exercise in Evaluation of Medicines.” — 
Elizabeth S. Austin and Clarence W. Dail 
of Los Angeles discussed the following topics 
at the annual conference of the American 


Physical Therapy Association: “Respiratory 


Problems in Acute Poliomyelitis Patients” 
and “Weaning the Poliomyelitis Patient from 
the Respirator.” — The new Director of the 
Department of Physical Medicine and Reha- 
bilitation at the University of Pennsylvania 
is William J. Erdman of Philadelphia. — 
John W. Deyton, has recently accepted the 
appointment as director of physical medi- 
cine and rehabilitation services at the Jewish 
Hospitals in St. Louis. He will also serve 
as medical director of the Miriam Rehabili- 
tation Center. —- Howard A. Rusk, New 
York City, was principal speaker on Septem- 
ber 15 at the sixth world congress of the 
International Society for the Welfare of 
Cripples in The Hague, Netherlands. His 
topic was “Dynamic Rehabilitation.” Dr. 
Rusk was presented with the National Medal 
of the Republic of Korea at a dinner 
held by The American-Korean Foundation, 
Hotel Waldorf-Astoria, August 2. —- At the 
two-day Institute on Rehabilitation Centers, 
staged by the National Society for Crippled 
Children and Adults, Inc., Ben L. Boynton, 
Chicago, was one of the participants. — 
John H. Aldes, Los Angeles, participated in 
the meeting of the American College of 
Chest Physicians as a Fellow and member 
of the Rehabilitation Committee of the Hos- 
pital Council of the College; he discussed 
the paper “The Acute Calcium Deposits in 
the Hand” at the AMA meeting in June. 
Dr. Aldes also presented a paper entitled 
“Rehabilitation in Tuberculosis” at the Third 


International Congress on Diseases of the 
Chest, held in Barcelona, Spain, October 5. 
- At the annual meeting of the Sociedad 
Medico-Quirurgica Del Atlantico of Barran- 
quilla, Colombia, S. A., Ferdinand F. 
Schwartz of Birmingham, Ala., and Cassius 
Lopez de Victoria of New York City were 
awarded diplomas as corresponding members 
of the organization. Edward P. Reese, 
Hot Springs, Ark., spoke on “Physical Medi- 
cine’s Contribution to the Care of the Gen- 
eral Hospital Patient’ at the meeting of the 
District Nurses Association, held in Hot 
Springs; he spoke at the Staff Conference of 
the Army & Navy Hospital on the topic 
“Electrodiagnostic Procedures in Neuromus- 
cular Injuries and Diseases”; he presented a 
paper entitled “Physical Medicine in Arth- 
ritis”’ at the Educational Seminar of the 
Army & Navy Hospital; to the volunteer 
hospital and Gray Ladies of the Red Cross, 
he spoke on the “Rehabilitation Techniques 
and Problems,” and presented a series of 
demonstrations and lectures on “Physical 
Medicine in the Treatment of the Arthritic 
Patient” to the graduate and undergraduate 
nurses of the local Hot Springs hospitals. — 
The section of Physical Medicine of the 
Massachusetts Medical Society recently 
elected Fritz Friedland of Boston as Chair- 
man; he has also been elected to the posi- 
tion of Assistant Clinical Professor of Medi- 
cine at Tufts College Medical School. — 
Charles D. Shields has resigned from the 
regular Army Medical Service to enter prac- 
tice in Washington, D. C. Dr. Shields has 
been appointed Professor and Chairman of 
the Department of Physical Medicine and 
Rehabilitation at Georgetown University. — 
Joseph Koczur, Chicago, is on the Medical 
Advisory Committee of the Rehabilitation 
Institute of Chicago. — Major Anthony 
Brittis, MC, USA, has been transferred from 
Brooke Army Hospital to Walter Reed Army 
Hospital as Assistant Chief, Physical Medi- 
cine Service. —- Colonel Clark B. Williams 
has been transferred from Wm. Beaumont 
Army Hospital, Ft. Bliss, Texas, to Office of 
the Surgeon General, USA, Washington, 
D. C., to be Chief Physical Medicine Con- 
sultant. 


NEWLY REGISTERED THERAPISTS 


June 3, 1954 
Gonzalez, Saida, Los Mirtos 168, Hyde 
Park, Rio Piedras, Puerto Rico. 


June 10, 1954 


Tagliente, Mary Savina, 29 Daniels Ave., 
Pittsfield, Mass. 


June 22, 1954 


Beaty, Donald Dale, 4750 W. Alabama, 
St. Louis, Mo. 
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Brownell, Barbara G., 927 Walker St., 
Elizabethton, Tenn. 

Burke, Alverne E., 1402 S. Hanley Rd., 
St. Louis, Mo. 

Dodd, Nellie Maxine, 
St. Louis, Mo. 

Fritsch, Ann 
Milwaukee, Wis. 

Graziano, Joan 
St., Dunbar, Pa. 

Gregory, Rita Therese, 721 E. 
Chicago, Ill. 

Haynes, Betty Lou, 
Sherman, Tex. 

Jones, Minnie Joycelyn, 2423 N. 11th St., 
Milwaukee, Wis. 

Keathley, Jacqueline Ambler, 22 Hardith 
Hills Ct., Rock Hill, Mo. 

Leue, Nancy Ellen, 406 Lounquist Pkwy., 
Mt. Prospect, Il. 

Mueller, Harriette Anne, 6413 Pasadena, 
St. Louis, Mo. 

Pearsley, Etta 
St. Louis, Mo. 

Probst, Catherine Josephine, 
Farwell Ave., Chicago, II. 

Siemens, Anne Louise, 316 Crawford Ave.. 
Dixon, II. 


1517 Purdue Ave., 


Dorothy. 2039 N. 41. St., 


Mary, 139 Connellsville 


104 St.. 


1414 N. Wood St., 


Newton, 7009 Theadore, 


1641 W. 


June 24, 1954 


Arbaugh, Donald J., 239 Brookside Rd., 
Penn Square Village, Norristown, Pa. 

Boltz, Robert N., 201 W. Main St., Tre- 
mont, Pa. 

Brown, Ellis, Jr., 1619 Mead, Racine, Wis. 

Brownell, Dorothy Arnold, Indian Ave., 
Middletown, R.I. 

Buttner, Carole Marie, 163 Newburg St., 
Roslindale, Mass. 

Clair, Cynthia 
Waban, Mass. 

Cove, Phyllis Lorna, 
Auburn, Mass. 

Cunningham, Barbara Louise, 28 Ardmore 
St., East Braintree 84, Mass. 

Eastep,. Jean Louise, 416 
Carlisle 1, Pa. 

Gracia, Marguerite Mary, 256 Broadway, 
Taunton, Mass. 

Harbaugh, George Rodney, Fairfield, Pa. 

Jacob, Lydia, RFD 2 Windham Rd., East 
Hampton, Conn. 

Koski, Elizabeth Jane, 219 Harvard Ave., 
Allston, Mass. 

Meyer, Jean Margaret, 
Roslindale, Mass. 

Mitchell, Beverly Jean, West Union St., 
Box 5, Ashland, Mass. 

Mitchell, James Douglas, 38 Oaks Ave., 
Southbridge, Mass. 

Peterson, Charles Lindh, 64 Poplar St.. 
Kingston, Pa. 

Plocinik, Corrine Ann, 217 E. Bertsch St., 
Lansford, Pa. 


York, 17 Dorset Rd., 


14 Pinehurst Ave., 


Lincoln St., 


1077 South St., 
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Schelper, Shirley Ann. 205 N. Water St., 
New Bremen, Ohio. 

Scott, Joan Catherine, 5 Brier Lane, Pel- 
ham Manor, N.Y. 

Scruggs, Grace Euline, 714 Lee St., Dan- 
ville, Va. 

Stork, Gertrude Ann, McFarland, Kan. 

Sullivan, Mary Angela, 8400 Pine Rd.. 
Philadelphia 11, Pa. 

Sullivan, Thomas Dwane, 
Tacoma, Wash. 

Tangen, Joan Christine, 17 Lafayette St., 
Randolph, Mass. 

Tippett, Raymond John, 106 E. Vaughn 
St., Kingston, Pa. 

Toung, Margaret Ann, 380 Varinna Dr.. 
Rochester 18, N.Y. 

Wellman, Barbara Noel, 134 Moffat Rd., 
Waban, Mass. 


7237 S. Pine, 


June 25, 1954 

Beatson, Mary Anne, 920 Mayburn, Dear- 
born, Mich. 

Crimmins, Kathleen Cleo, Howard City. 
Mich. 

Croninger, Charlvn A., 9492 Cascade Rd., 
Ada, Mich. 

Hesse, Charles Alvin, 
St., Lansing, Mich. 

Klukowski, Joyce Mary, 356 Carlton Ave. 
S. E., Grand Rapids, Mich. 

Kolb, Lisa, 543 Pleasant St. S. E., Grand 
Rapids, Mich. 

Krans, Wilma Marie. Rt. 
Mich. 

Loughlin, Carolyn Mae, 
Ave., Chicago, II. 

Morgan, Suzanne Carol, 2702 Kenilworth 
Dr., Ann Arbor, Mich. 

Olmsted, Louise Adela, 
St., Coldwater, Mich. 

Petrie, Ann Marie, 401 
Cadillac, Mich. 

Reed, Arbon Lee, 1429 University Terr., 
Ann Arbor, Mich. 

Ryska, Kathleen 
Hamtramck, Mich. 


W. Genesee 


I, Iron River, 


7044 S. Perry 


131 N. Hanchett 


Stimson St., 


Ruth, 2345 Pulaski, 


June 30, 1954 


Preibis, Sister Mary Anton, 8400 Pine Rd., 
Fox Chase, Philadelphia 11, Pa. 


July 9, 1954 


Cooper, Alice Lee, 8 Emerson PI., Upper 
Montclair, N.J. 

Gallucci, Robert Rocco, 1415 S. 11th St., 
Tacoma 6, Wash. 

Greenstein, Barbara B., 4155 King’s High- 
way, Brooklyn 34, N.Y. 

Griffith, Doff Daniel, Box 44, Harper, W. 
Va. 

Hayes, Joseph Paul, 39-52 46 St., Long 
Island City 4, N.Y. 

Ho-Asjoe, Henry Wai Hong, 2 Homantin 
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Hill Rd., Kowloom, Hong Kong, Japan. 
Knight, Joy Evelyn, 40 Peekskill 
Springfield 9, Mass. 
Koopman, Doris Harolyn, 730 
St.. N. E., Grand Rapids 3, Mich. 
Koronkiewicz, Barbara Ann., 280 W. Main 
St., Nanticoke. Pa. 
Lash, Barbara A.. 
York 52, N.Y. 
Ligresti, Emma 
Brooklyn 28. N.Y. 
McCarty. Jean. Mt. Gretna Heights, Mt. 
Gretna, Pa. 
Mitchell. Ruth Ursula, 
Rd., Cleveland 8, Ohio. 
Mockler, Helen Luise. 221 Pleasant Ave.., 
Bergenfield, N.J. 
Papinchak, Andrew George. 66 
St., Beaver Meadows, Pa. 
Parman, Carlos Marion, 
Ave., Evansville, Ind. 
Schneider. Marv Terese, 507 Montrose 
Dr.. South Charleston, W. Va. 


Ave.. 


Atwood 


1490 Jesup Ave., New 


Theresa. 1064-71 St.. 


11710 Hazeldell 


‘Tamaqua 


4225 Pollack 


July 14, 1954 
Allison, John Duncan, 522 
Michigan City, Ind. 
Stucki, Ruth Anne. Helena. Mo. 
Thomas, Barbara Jean, 2010 Davis St., 
Elmira. N.Y. 


Pearl St.. 


July 21, 1954 


Ammen, Frances, 38 Highland St., Hope- 
dale. Mass. 

Bloor. Ann, 
Nyack, N.Y. 

Brady, Agnes 
Newport. R.I. 

Carney, Leona Marie, 
West Roxbury 32. Mass. 

Childs, Betty Jane, 95 Governor St., East 
Hartford, Conn. 

Couture. Joan 
ners Falls. Mass. 

Del Bonis, Eleanor Ann, 5 Capeway Dr.. 
Oak Lawn, R.I. 

Dingwall, Ann Elizabeth. 83 Myrtle St.. 
Le Roy, N.Y. 

Doonan, Diane, 
48. Mass. 

Douglas. Joan Mary. 42 E. Forest Ave., 
Englewood, N.J. 

Gillis, Ann Mayell, 313 Hale St., Beverly. 
Mass. 

Gilman, Jean 
Holbrook. Mass. 

Goss, Barbara Ann, Washington St., Mid- 
dlebury, Vt. 

Hawley, Barbara Louise. 25 Deane Ave.. 
Holden, Mass. 

Huber. Ruth 
Maplewood, N.J. 

Krueger, Claire M., 65 Park Dr., Boston 
15, Mass. 


Grand View - on - Hudson. 


Rita, 34 Whitwell 


Ave., 
77 Dwinell St., 
Tur- 


Mary. 63 Seventh, 


Malden 


9 Wicklaw St.. 


185 Centre. 


Constance. 


Ann, 587 Prospect St., 


Long, Flora Marion, 5649 Hillcrest Rd., 
Downers Grove, 

Mailhiot, Odile Jeanne, 200 Sherman St.. 
Cambridge 40, Mass. 

©’Gorman, Annette Marie, Bradford, Vt. 

Pitman, Joyce Marilyn, 96 Lake St., Ar- 
lington, Mass. 

Potter, Dorothy Joan, 33 
Providence 6, R.I. 

Price, Beverly R.. RFD 1, Box 358, Man- 
chester, N.H. 

Rice, Kathleen 
Worcester 5, Mass. 

Ross. Mary Elizabeth, 
Shrewsbury, Mass. 

Saunders, Elsie May. 121 Commercial St., 
Weymouth 88. Mass. 

Shao, Irene, 161 W. 
N.Y. 

Silver, Rosalie B.. 16 
Brighton 35, Mass. 

Siragusa. Mary P.. 24 Lake St.. Brighton, 
Mass. 

Smith, Jane, Sebago Lake, Me. 

Svehlak, Mildred Frances, 108 High St.. 
Derby. Conn. 

Tutin, Susanne J.. 9 Revere St, Lexing- 
ton. Mass. 

Walker, Sara MacLean, RFD #3. Cen- 
tredale, R.I. 

West, Shirley Frances, New Britain Ave.. 
Plainville. Conn. 


Medway St., 


Edna, 13 Uxbridge St., 


35 Grafton St... 


16th St.. New York 


Rd.. 


Ransom 


July 26, 1954 


Burton, Robert Eugene. Bldg. 407-4 Stan- 
ford Village, Stanford. Calif. 

Darnall, Glenn McClellan, Jr., 229 West 
Blvd... New Plymouth, Idaho. 

Gandiaga, Marguerite Ruth, 210 6th Ave. 
E.. Twin Falls, Idaho. 

Martin. Robert Charles. 
Logan, Utah. 

Peterson, Linnea Leslie, 280 Oak Grove, 
Atherton. Calif. 

Ransky. Robert, 431 
land Park, N.J. 

Sterne, Judith Wilford, 345 Green St., San 
Francisco 11, Calif. 

Tenney. Janet Norma. 10 
White River Junction, Vt. 


355 S. Main, 


Cedar Ave.. High- 


Taft 


IMPORTANT CORRECTION 
In the June, 1954 issue of the ARCHIVES. 


there were listed Congress members who were 
elected to membership in the American Col- 
lege of Physicians. Inadvertently, the name 
of Arthur S. Abramson, White Plains, N.Y.. 
was omitted. The editorial staff regrets any 
inconvenience to Dr. Abramson resulting 
from this oversight. 
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LATIN-AMERICAN CONGRESS OF 
PHYSICAL MEDICINE 


Through the courtesy of the Government 
of Peru, expressly, the National Academy of 
Medicine, the University of San Marcus 
Medical School, Department of Surgery, and 
the Hospital Obreros of Lima, Peru, the 
Latin-American Congress of Physical Medi- 
cine will hold its Sixth Congress meeting 
in Lima, Peru, February 11-25, 1955. This 
meeting is combined with the Pan-American 
Academy of General Practice and the Pan- 
American Association of Medical Specialties 
Application should be made to Dr. Cassius 
Lopez de Victoria, Executive Director, 176 
E. 71st St.. New York 21, N.Y 


AMERICAN ACADEMY FOR 
CEREBRAL PALSY 


The eighth annual meeting of the Ameri- 
can Academy for Cerebral Palsy will be held 
on November 4, 5 and 6, 1954. at the 
Williamsburg Inn, Williamsburg, Va 


SEMINAR AT NEW YORK UNIVERSITY 


\ four weeks’ course in “Advance Physi- 
cal Rehabilitation Methods for Physical 
Therapists” will be conducted at New York 
University-Bellevue Medical Center. It is 
scheduled for the following dates: November 
2? through December 17, 1954: February 7 
through March 4, 1955 and May 2 through 
May 27, 1955. Four points University credit 
are allowed. Also offered is a three weeks’ 
“Seminar in Physical Rehabilitation Meth- 
ods for Nurses” on the following dates: 
October 25 through November 12, 1954: 
January 10 through Januarv 28, 1955 and 
April 4 through April 22, 1955. 

Applications and requests for further in- 
formation should be submitted to Mrs. Edith 
Buchwald Lawton, Director. Rehabilitation 
Courses for Physical Therapists, Institute of 
Physical Medicine and Rehabilitation, 400 E 
34th St.. New York 16, 


COMING MEETINGS 


American Occupational Therapy Associa- 
tion: Thirty-seventh annual conference, 
Shoreham Hotel. Washington, D. €., Octo- 
ber 16-22. 1954. Margaret D. Clarke, Pub- 
licity Chairman 

National Society for Crippled Children 
and Adults: Annual convention, Statler Ho- 
tel, Boston, Mass., November 3-5, 1954. 
Overall theme: Rehabilitation, with general 
sessions, institutes, seminars, workshops and 
roundtables on various specialized subjects. 
Lawrence J. Linck, Executive Director. 

Bay State Society for the Crippled and 
Handicapped, Inc.: Fourth annual confer- 
ence combined with annual meeting of Na- 
tional Society for Crippled Children and 
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Adults. Charles S. Wilson, Executive Di- 
rector. 


POSTGRADUATE COURSES IN 
CEREBRAL PALSY 


‘The College of Physicians and Surgeons, 
Columbia University, offers the following 
postgraduete courses in cerebral palsy for 
1954-55: Physicians, October 11-29, 1954 
and February 7-25, 1955. Occupational and 
Physical Therapists: October 11 - December 
10, 1954 and February 7- April 8, 1955. 
For further information, write to Office of 
the Dean, College of Physicians and Sur- 
geons, 630 W. 168 St., New York 32, N.Y. 


AMA SECTION OFFICERS 


At the meeting of the Section of Phvsical 
Medicine and Rehabilitation, held at the 
AMA meeting in June, the following officers 
were elected: Chairman, Dr. William H. 
Schmidt, Philadelphia; Vice-Chairman, Dr. 
Frances Baker, San Mateo, Calif.; Secretary, 
Dr. Walter J. Zeiter, Cleveland; Delegate, 
Dr. Frank H. Krusen, Rochester, Minn.: 
Alternate Delegate, Dr. Arthur L. Watkins, 
Boston: Representative to Scientific Exhibit, 
Dr. Donald A. Covalt, New York Citv. 


ARTHRITIS AND RHEUMATISM 
ASSOCIATION MEETS 


The Cleveland Chapter and the regional 
members of the American Rheumatism Asso- 
ciation will sponsor a conference devoted to 
the rheumatic diseases on November 10, 
1954. Speakers and topics follow: “The Diag- 
nosis of Rheumatic Fever,’ T. Duckett 
Jones, New York City; “The Prevention and 
Treatment of Rheumatic Fever,’ Charles H. 
Rammelkamp, Cleveland: “The Diagnosis 
and Treatment of Gout,’ Alexander B. 
Gutman, New York City: “The Diagnosis of 
Rheumatoid Arthritis,’ Charles L. Short. 
Boston, Mass.: “The Treatment of Rheuma- 
toid Arthritis,’ William D. Robinson, Ann 
Arbor, Mich.: ‘““The Nature and Treatment 
of Osteoarthritis.’ Walter M. Solomon, 
Cleveland, and “Rehabilitation of the Arth- 
ritic,” H. Worley Kendell, Peoria, Il. 

Inquiries should be directed to William S. 
Clark, M.D., Chairman, 2073 Abington Rd., 
Cleveland 6, Ohio. 


NORTH CAROLINA STATE 
REGISTRATION 


An examination for registration under the 
North Carolina Practice Act will be given 
in Charlotte, N. C., on Friday, November 
12, 1954. Application forms and further in- 
formation may be obtained from Margaret 
L. Moore, Secretary of the State Examining 
Committee of Physical Therapists, North 
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Carolina Memorial Hospital, Chapel Hill, 


N. C. 


RECENT PUBLICATIONS BY MEMBERS 


Otto Glasser, with co-authors, “The Use 
of Radioactive Phosphorus in the Detection 
of Intraocular Tumors.” Cleveland Clinic 
Quarterly, July, 1954. 

Daniel Dancik, ‘The Chief, Physical 
Medicine and Rehabilitation, in a Large 
Neuropsychiatric Hospital.’””’ Department of 
Medicine and Surgery Information Bulletin, 
June, 1954. 

Herman J. Flax, “The Rehabilitation of 
the Hemiplegic Veteran.” Boletin de la 
Asociacion Medica de Puerto Rico, April, 
1954. 

Irving Tepperberg and Elemer J. Marjey, 
“Additional Clinical Observations of Ultra- 
sound Therapy.” Department of Medicine 
and Surgery Information Bulletin, June, 
1954. 

Eugene Neuwirth, with co-author, “Oto- 
neuro-ophthalmological Manifestations of 
Cervical Origin.”” New York State Journal 
of Medicine, July, 1954. 

Jerome W. Gersten, “Effect of Adenosine 
Triphosphate, Creatine Phosphate. and Re- 
lated Compounds on Contraction of Striated 
Muscle.” American Journal of  Phyvsical 
Medicine, June, 1954. 

Gordon M. Martin, with co-author, “An 
Evaluation of Conservative Treatment for 
Patients with Cervical Disk Syndrome.” 
Proceedings of the Staff Meetings of the 
Mayo Clinic, June 2, 1954. 

William J. Erdman II, “The Effect of 
Variations in Technique on Clinical Chron- 
axie Determinations.” American Journal of 
Physical Medicine, June, 1954. 

Jack Meislin, “The Psychiatric Sheltered 
Workshop.” Journal of Rehabilitation, May- 
June, 1954. 

Ernst Fischer, “Special Review. Basic Bio- 
logical Effects of Ultrasonic Energy.’ Ameri- 
can Journal of Physical Medicine, June. 
1954. 

Herman J. Bearzy, “Effective Care of the 
Hemiplegic.” The Physical Therapy Review, 
July, 1954. 

John H. Aldes, with co-authors, “Use of 
Ultrasonic Radiation in the Treatment of 
Subdeltoid Bursitis With and Without Cal- 
careous Deposits.” The Western Journal of 
Surgery, Obstetrics and Gynecology, July, 
1954. 

Herbert Kent, ‘“Phys'cal Medicine and 
Rehabilitation as a Hospital Service.” 


American Practitioner Digest of Treatment, 
June, 1954. 

Michael M. Dacso and Howard A. Rusk, 
“Clinical Problems in the Rehabilitation of 
Older Patients.” New York State Journal of 
Medicine, January, 1954. 

Hans 


Kraus, with co-author. “Minimum 
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Muscular Fitness Tests in School Children.” 
The Research Quarterly of the American 
Association for Health, Phvsical Education, 
and Recreation, May, 1954. 

Frank H. Krusen, “Physical Medicine 
Versus Dieting for Obesity.” American Jour- 
nal of Nursing, April, 1954. 

Samuel E. Bilik, “Prevention of Superim- 
posed Disabilities.” The New York State 
Journal of Medicine, June, 1954. 

Jacob L. Rudd, “A City-Wide Rehabilita- 
tion Program.’ American Practitioner, Di- 
gest of Treatment, August, 1954. 

Myron M. Schwarzschild. with co-authors, 
“Errors in Unipolar Limb Leads Caused by 
Unbalanced Skin Resistances, and a Device 
for Their Elimination.” American Heart 
Journal, August, 1954. 


APPARATUS ACCEPTED 


The following information relative to ap- 
paratus accepted by the Council on Physical 
Medicine and Rehabilitation of The Ameri- 
can Medical Association is reprinted, with 
permission, from the following issues of The 
Journal of The American Medical Associa- 
tion: June 19, June 26, July 10 and July 17, 
1954. 


A.C.M.I. Portable Electrosurgical Unit, 
Model C-350: American Cystoscope Makers, 
Inc., 1241 Lafayette Ave., New York 59. 

The <A.C.M.I. Portable Electrosurgical 
Unit, Model C-350, is a generator of high 
frequency currents for use in surgery. A 
source of 50 to 60 cycle alternating current 
at 115 volts is required for operation and the 
power consumption is 800 watts. The unit 
incorporates two distinct circuits: one yields 
a tube-generated current for cutting; the 
other utilizes a spark-gap to generate a cur- 
rent for coagulation. 

The apparatus is contained in a carrying 
case and measures 35 by 46 by 21. cm. 
(13'2 by 18 by 8% in.). When packed 
for shipment it measures 48 by 57 by 38 cm. 
(19 by 22% by 15 in.) and weighs 18 kg. 
(40 lb.). The shipping weight includes the 
following accessories: footswitch, chuck han- 
dle. cord for active terminal, cord for in- 
different terminal (with indifferent plate), 
inlet cable, and a set of eight surgical elec- 
trodes. 

The Council obtained evidence indicating 
that this apparatus was satisfactory for 
minor surgery, such as that performed in an 
office or clinic on ambulatory patients. 


Audivox Hearing Aid, Model 71: Audivox, 
Inc., 123 Worcester St., Boston 18. 

The Audivox Hearing Aid, Model 71, is a 
tubeless hearing aid containing three transis- 
tors. The power is supplied by two 1.25 volt 
mercury cells in series. It has no tone con- 
trol but does have a telephone induction 
pickup. 
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The body of the instrument measures 75 
by 45 by 20 mm. and weighs 92.5 gm. The 
earphone, receiver cord, and batteries bring 
the total weight to 131 gm. 


Acousticon Hearing Aid, Model A-310: 
Dictograph Products Inc., 95-25 149th St., 
Jamaica 35, Long Island, N.Y. 

The Hearing Aid, Model 
A-310, contains one transistor and two vacu- 
um tubes and is powered by a mercury type 
A-battery and a 15 volt B-battery. It is de- 
signed for either air or bone 

The body of the instrument 
by 23 mm. and weighs 72 
phone. receiver 


Acousticon 


conduction. 

measures 64 
With ear- 
and B-bat- 


gm. 
cord, A-battery 


tery, the total weight is 110 em 


S. & L. Enuresis Alarm, Model DP: S. & 
L. Signal Co.. 525 Holly Ave... Madison 5, 
Wis. 

The S. & L. 
an electric 
enuresis, 


Enuresis Alarm, Model DP, 
device used in the treatment of 
sounds an electric bell when the 
bed pad is wet by the patient. 

This model differs from the previously ac- 
cepted S. & L. Enuresis Alarm, Model D, in 
the following respects. The pads that are 
placed under the patient are made of a black 
conductive fabric (instead of a wire screen). 
The upper pad has small perforations (about 
2 mm. in diameter and about 1 cm. apart) 
over its entire area except near the margins: 
the two pads are separated by a sheet of 
flannel. The bed pad cord is permanently 
attached to the control box (instead of us- 
ing a jack as does Model D). 

The conductive pads measure 66 by 48 
cm. (26 by 19 in.); the control box measures 
21.5 (height) by 13 by 20 cm. (83% by 5 
by 7% in. Packed for shipment the com- 
plete apparatus measures 15 by 53 by 30.5 
em. (6 by 21 by 12 in.) and weighs 5.9 ke. 
(13 Ib. For operation the unit requires 
one 6 volt A-battery, which rings the bell, 
and one 22.5 volt B-battery, which supplies 
the circuit through the pads. The latter 
circuit becomes effective when the resistance 
between the pads falls below 500 or 600 
ohms: the relay then activates the bell cir- 
cult. 

The Council obtained evidence indicating 
that this device was effective 
physical and psychological examination of 
the patient had eliminated anatomical de- 
fects or unfavorable influences in the environ- 
ment as possible factors in the enuresis and 
that the apparatus was 
medical supervision. 


when proper 


safe to use under 


A. C. M. I. Diathermy Unit, Model VC 
4000 M: American Cystoscope Makers, Inc., 
1241 Lafayette Ave., New York 59. 

The A. C. M. I. Diathermy Unit, Model 
VC 4000 M, is designed to generate short- 
wave radiation of a frequency of 27.12 mega- 
cycles (corresponding to a wave length of 
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11.06 m.) for both 
surgical purposes. 


medical and electro- 
The unit is housed in a 
metal cabinet and mounted on casters; the 
over-all dimensions of the unit are 103 
(height) by 59 by 37 em. (40% by 23 by 
144. in.), and weighs 84 kg. (185 Ib.). 
Packed for shipment it weighs 123 kg. (270 
lb.) and measures 117 by 69 by 51 cm. (46 
by 27 by 20 in.). 

The shipping weight includes the follow- 
ing accessories: induction drum applicator 
with universal arm, inductance cable 3.6 m. 
(12 ft.) long, set of surgical electrodes, rub- 
ber-covered indifferent (dispersive) plate, set 
of five cable clips, concave inductor, chuck 
handle and cord, inlet cable. and footswitch. 
lhis apparatus has Type Approval D 549 of 
the Federal Communications Commission. 
The output is about 275 watts and the power 
consumption is given as 1,150 watts. 


Whitehall Hydromassage Underwater 
Therapy Unit for Full Body Immersion, 
Model JO-400: The Whitehall Electro Medi- 
cal Co., Inc., 19 Wall St., Passaic, N.J. 

The Whitehall Hydromassage Underwater 
Therapy Unit for Full Body Immersion. 
Model JO-400, is a stainless steel tank, de- 
scribed as a modified Hubbard tank, that is 
designed for permanent installation in a de- 
partment of hydrotherapy. It is shaped so 
that, when the patient’s trunk and extremi- 
ties are entirely immersed, he can extend 
and abduct his legs and execute a complete 
range of arm movements. 

This model, when shipped complete with 
all accessories, includes a body stretcher, 
body plinth, overhead electric hoist, two 
turbine ejector-aerator assemblies, two rais- 
ing and lowering assemblies, adjustable head 
rest. thermostatic water-mixing valve assem- 
bly, plumbing fittings. legs, couplings, spare 
canvas, crossbar with cable suspensions and 
snap-hooks, body sling, and body hammock 

The over-all length of the tank is 267 cm 
8 ft. 9 in.); the over-all width is 193 cm. 
(6 ft. 4 in.); inside depth is 56 cm. (22 in.), 
and the capacity is 1,500 liters (400 gal.). 
Ihe two turbine ejector-aerator assemblies 
are each equipped with a_ one-half horse- 
power motor that operates on 60 cycle alter- 
nating current at 110 to 115 volts and con- 
sumes 675 watts. 


Ille Thermostatic Folding Bed Tent, Model 
BT 100: Ille Electric Corporation, 50 Mill 
Rd., Freeport, Long Island, N.Y. 

The Ille Thermostatic Folding Bed Tent, 
Model BT 100, is a device for holding the 
bed coverings out of contact with a patient’s 
feet while giving radiant heat treatment to 
the lower extremities. It can be extended 
for treatment of the entire body, or may be 
used for the upper extremity. The frame- 
work is made so as to fold easily. The heat, 
supplied by two carbon filament lamps, is 
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thermostatically controlled. Metal guards 
protect the patient from burns that might 
result from contact with the lamps. A source 
of 60 cycle alternating current at 115 volts 
is required, and the power consumption is 
125 watts. 

The assembly weighs 4.5 kg. (10 Ib.). 
When packed for shipment it measures 15 
by 122 by 76 cm. (6 by 48 by 30 in.) and 
weighs 23 kg. (50 lb.). 


General Electric Cardioscribe, Model 
DWB-1 (Portable Direct-Writing): General 
Electric Co., X-Ray Dept., 4855 Electric 
Ave., Milwaukee 14. 

The General Electric Cardioscribe, Model 
DWB-1, Direct-Writing Electrocardiograph 
uses a heated stylus on heat-sensitive paper. 
It is housed in a portable carrying case, 
weighs 17.7 kg. (39 lb.), and measures 19 
by 45 by 33 cm. (7% by 17% by 13 in.). 
Packed for shipment it weighs 22.8 kg. (50 
Ib.) and measures 28 by 51 by 38 cm. (11 
by 20 by 15 in.). Accessories include a pa- 
tient cable, chest electrode, extremity elec- 
trodes and straps, line cord, ground wire, 
roll of record paper, tube of electrode paste. 
and operating instructions. 

The instrument requires 60 cycle altrenat- 
ing current at 105 to 130 volts and draws 
110 watts. Models are also available for 
operation on 50 cycle current. 


Georgia Warm Springs Foundation 
GRADUATE COURSE 


Physical Therapy and Occupational Therapy 
In the Care of Poliomyelitis 


This course is open to graduates of approved schools 
of physical and occupational therapy. Such graduates 
must be members of the American Physical Therapy 
Association and/or American Registry of Physical 
Therapists, or American Occupational Therapy Associ- 
ation 

Entrance Dates: First Monday in January, April 
and October. 

Course | Emphasis on care of convalescent neuro- 
muscular disease with intensive training in functional 
anatomy, muscle testing, muscle reeducation and use 
of supportive and assistive apparatus. This course is 
complete in itself. 

Course II Three months duration with course I 
prerequisite. Emphasis on care of severe chronic 
physical handicaps with intensive training in resump- 
tion of functional activity and use of adaptive 
apparatus. 

In-Service Training Program — Fifteen months dura- 
tion at salary of $225 per month plus full maintenance. 
This program ineludes training in courses TI and II. 

Tuition: None. Maintenance is $100 per month. For 
scholarship to cover transportation and maintenance for 
courses T and II, contact National Foundation for 
Infantile Paralysis. Inc., 120 Broadway, New York 5. 
New York. (Seholarships require two years of 
experience). 


For further information contact: 
ROBERT L. BENNETT, M.D. 
Medical Director 


Georgia Warm Springs Foundation 
WARM SPRINGS, GEORGIA 


THE MOST ADVANCED MACHINE 
IN ULTRASOUND THERAPY 


SIMPLIFIES ULTRASOUND THERAPY 
1. Exact calibration of wattage — 


eliminates time-consuming, annoying 
adjustments and readiustments of dials 


to obtain the desired wattage. 

2. Provides an easily visible indica- 
tion that the machine is actually in 
operation and performing its function. 


Patent applied for 
v 


EQUIPMENT FOR SALE OR RENT 


ULTRASONIC. 


MEDICAL EQUIPMENT COPP 
74 Lafayette Street New York 13 NY 
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American Congress of Physical Medicine 
and Rehabilitation 


30 North Michigan Avenue 
Chicago 2, Illinois 


APPLICATION FOR MEMBERSHIP 


Name of 
Please Print (Last Name) 
Present Address . 
(Street) 


“(city)” (Zone) 
Date of Birth 
Medical School and Year Graduated 
Licensed in State off..................... 
I am a member in good standing of the... 
County Medical Society, State of 
THE NAME AND ADDRESS OF THE SECRETARY...... 
OF THE COUNTY MEDICAL SOCIETY IS 


Active member of the following Medical Societies... eon Eesteaseonenens 
(Including other Special Societies) 


Specialty .......... 
Sponsored by 


I hereby make application for membership in your society, and if accepted, I agree to 
support the Constitution and By-Laws and to practice in accordance with the established 
usages of the Medical Profession. 


Signature of Applicant (in ink) 


Annual dues of $20.00, include a subscription to official Journal ARCHIVES OF 
PHYSICAL MEDICINE AND REHABILITATION. Check must accompany application. 


I wish my copy of the ARCHIVES to be addressed and mailed as follows: 


(City) 


| (First Name) (Middle Name) : 

(County) 

a 
| Please print. (Name) 
(Zone) (State) 
A— 668 


N E MODERN AID for PHYSICAL THERAPY PATIENTS 
BETTER MUSCULAR EVALUATION 


PHYSICAL THERAPY TABLE 


IMPORTANT FEATURES: 


Adjustable foot board 
. Adjustable restrainer straps 
, Push button switch 
. Safety switches 
. Calibrated dial for degree of tip 
. Receptacles for auxiliary equipment 


. Table top sponge rubber with easy-to- 
clean plastic cover 


. Adjustable cervical traction holder 
9. Adjustable crutch 
Adjustable arm slings 


With the LaBerne Table patients can 
be handled by one attendant. A task 
that was formerly difficult even for a 
7 team. Patients benefit from more 


effective exercises, added confidence. 


Write for illustrated brochure to: 


Simple push button 
control adjusts table 
to any degree of tilt 
from 0 - 90°. 


La Berne manuracturinc COMPANY 
P. O. Box 5245, Columbia, South Carolina 
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hood fora little girl... the start of love-giving that will make 
her strive and fight for the security of those she loves as long 


as she lives. 


mest precious playthings. 


is the very heart of our living. It is a 


privilege known only in a country such 
as ours, where men and women are free 


to work for it. 


And when we live up to the privilege 
ef taking care of our own, we also best 
take care of our country. For the strength 


of America is in its secure homes all 
joined in a common security. 

Let America’s security be found in 
your home! 


If you’ve tried to save and failed, 
chances are it was because you didn’t 
have a plan. Well, here’s a savings sys- 
tem that really works—the Payroll 
Savings Plan for investing in U.S. 
Savings Bonds. This is all you do. Go 
to your company’s pay office, choose 
the amount you want to save—a couple 
of dollars a payday, or as much as you 
wish. That money will be set aside for 
you before you even draw your pay. 
And automatically invested in Series 


new mother 


The love that makes a doll he babu is the beginning of mothere 


Take care of your doll-baby, little girl. It is one of the world’s 


The security that springs from love 


Saving for security is easy! Read every word—now! 


“E” U.S. Savings Bonds which are 
turned over to you. 

If you can save only $3.75 a week on 
the Plan, in 9 years and 8 months you 
will have $2,137.30. If you can save as 
much as $18.75 a week, 9 years and 8 
months will bring you $10,700! 

U.S. Series “E” Savings Bonds earn 
interest at an average of 3‘, per year, 
compounded semiannually, when held 
to maturity! And they can go on earn- 
ing interest for as long as 19 years and 


The U.S. Government does not pay for this advertisement. It is donated by this publication in 
cooperation with the Advertising Council and the Magazine Publishers of America, 


8 months if you wish. Eight million 
working men and women are building 
their security with the Payroll Sav- 
ings Plan. For your family’s sake, how 
about signing up today? 


If you want your interest as cur- 
rent income, ask your banker about 
3°: Series ‘“‘H’’ Bonds which pay in- 
terest semiannually by Treasury 
check. An excellent investment. 
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Hectrical Muscle Stimulation 


"IS... an artificial stimulus used to cause a mus- 
cular contraction which may promote de- 
congestion and healing. 


ADJUNCT THERAPY IN 


Strains « Dislocations « Muscular Atrophy « Sprains 
Conditions requiring Muscle Re-education 


READ THIS: ‘‘Electrical Muscle Stimulation is a valuable form of 

therapy (as an adjunct) for use in the treatment of 
strains, sprains and dislocations. The object of the treatment is to assist in 
the removal and the resolution of the vascular and lymphatic exeduates 
which form as a result of trauma to the small arterioles and lymph 
channels." * 


Yow USE PORTABLE 


Paust Electrical Muscle Stimulator 


ON 30 DAY FREE TRIAL 


Just send in the coupon today for your Paust Electronic Stimulator. Use 
for 30 days without cost or obligation. If you are not entirely satisfied 
return complete express prepaid to us. 


PRICE $295 S 
USED IN <a 


PHYSICIAN'S OFFICE, 
HOSPITAL, 
PATIENT'S HOME. 


*Handbook of Physical Medicine and 
Rehabilitation, The Blakiston Co., 
Inc., Phila. 5, Pa. 


PAUL J. MANDABACH, INC., 6604 Newgard Ave., Chicago, Ill. 
Exclusive Paust Distributor 


Please send me Paust Electronic Stimulator Model 50-C, Price $295, express prepaid on 
30 days free trial offer. 


STATE__ 


IF YOU DID NOT SEE THIS INSTRUMENT AT OUR CONVENTION BOOTH — 
SEND COUPON ABOVE FOR FREE TRIAL DEMONSTRATION — NO OBLIGATION 
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a recent CAMP development 


model 113 


support 


This development by Camp fulfills the 

exacting requirements of the profession for an 

effective support in the conservative 

treatment of poliomyelitis. It braces the pelvis, 

stabilizes the center of gravity and gives the weak- 

ened muscles of abdomen and back the needed 

support. Its splinting effect on the diaphragm 

is of additional benefit. The CAMP Poliomyelitis 

support is available through your authorized 

CAMP dealer. 

Your inquiries regarding this garment 

will be answered by individual letter. Write to 

S. H. Camp and Company, Jackson, Michigan.. 

S. H. CAMP and COMPANY, JACKSON, MICH. 

W orld’s Largest Manufacturer of Scientific Supports 

OFFICES AT: 200 Madison Ave., New York; 
Merchandise Mart, Chicago. 

FACTORIES: Windsor, Ont.; London, England. 
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Profit from the experience of thousands of L-F users, 
choose the Model SW-660 short wave diathermy. It’s sim- 
ple to operate, easy to use, and saves hours of your time. 


THE LIEBEL-F EIM COMPANY 


CINCINNATI 15, OHIO 


| 7 peed" me. 
satisfaction ly ) 
ary | | 
err A MORE EFFECTIVE OFFICE PRACTICE — 


Birtcher 


Frequency: 1-million cycles (1 megacycle) 


Ultrasonic Unit 
with Underwater Treatment Set 


In medical schools, hospitals, clinics and individual medical offices, the new 
Birtcher Megason is earning the respect of both operator and patient alike because 
of its consistently excellent performance. 


The Megason Direct-Reading Meter permits exact dosage measurements instantly, 
continuously. No figuring—no charts are necessary. Other features of equal impor- 
tance are making the Megason the acknowledged leader in the field of Ultrasonic 
Therapy. 


VA 


The Underwater Treatment Set 
—a new important accessory. \ 


90 Degree Reflector — May be at- 
attached to Megason Transducer. 
Used under water, reflects sonic 
energy (nearly 100%) at right 
angle. 


Handle for Transducer—This 
handy device entirely obviates 
the operator immersing hands in 
the water. 


Transducer Stand—Suction cups 
hold the stand in position. Per- 
mits patient to move the hand or 
other anatomical part in the col- 
umn of energy. Stand may also be 
held in place on side of tank for 
other applications. 


Los Angeles 32, California 
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